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O a major degree the extensive literature of 
1933 on gastroduodenal ulcerative disease 
consists of an evaluation of results obtained 
during the last five or more years from particular 
surgical procedures. A number of surgeons com- 
pare their results with those obtained with various 
types of operations used in the past. Many valu- 


able conclusions were arrived at from these criti- 
cal analyses. The information gained from the 
comparisons with regard to the mortality and the 
morbidity, the degree of success or failure, may be 
coordinated so that one interested in the subject 
may obtain practical guidance in the surgical 
therapy of gastroduodenal ulceration. 

This guidance is of special value when it is based 
on the experience of such men as von Eiselsberg 
(27), Leriche (66), von Haberer (46), Pribram 
(81), Finsterer (33), Konjetzny (62), Hurst (57), 
Babkin (5), Ivy (58), and other surgeons and in- 
vestigators who placed the treatment of gastro- 
duodenal ulceration upon a scientific basis and 
are now reviewing their results so that a more 
effective surgical therapeusis may be evolved. 

It is unfortunate that there should still persist 
marked differences of opinion not only as to the 
type of surgical intervention, but also as to the 
proper time for intervention. On the basis of this 
divergence of opinion the schools of therapy may 
be divided into the radical and the conservative. 
The radical school of surgical therapy is of Mid- 
European origin and includes most surgeons of 
Continental Europe. The conservative school is 
represented by English and American clinicians. 


I 


The problem of deciding when and what surgi- 
cal intervention is indicated is difficult especially 
because both schools report excellent end-results. 
Conservative clinicians condemn radical surgery 
as being associated with too great a mortality, 
while radical clinicians claim that in cases treated 
by conservative surgery the incidence of failure 
and recurrence is excessive. It is possible that the 
difference in the results of the 2 schools may be 
explained by a difference in the types of lesions 
treated and in the social status of the patients, 
which latter has an influence on the postoperative 
dietary. However, if the entire 1933 output of 
literature may be evaluated without a preformed 
opinion, it becomes apparent that, without as yet 
any marked uniformity of opinion, both schools 
are approaching in practice a mid-ground. The 
radical surgeon is perhaps becoming less radical 
and the conservative surgeon has learned that in 
properly selected cases radical surgery is ulti- 
mately truly conservative. 

Von Haberer, one of the foremost exponents of 
radical surgery in the treatment of gastroduodenal 
ulcerative disease, has published 2 extremely valu- 
able articles. In one (46) he describes his tech- 
nique of gastric resection and in the other (44) he 
considers surgical therapy in general, emphasizing 
the goal to be achieved by resection and reporting 
his results. 

The article on technique describes his method of 
procedure which was developed in 2,788 cases of 
gastric resection in which a Billroth I operation 
was done 1,799 times, the Billroth II operation 
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881 times, and the sleeve resection 128 times. Of 
the 1,799 cases in which the Billroth I operation 
was performed, an end-to-end anastomosis be- 
tween the stomach and duodenum was done in 
1,572 and an end-to-side anastomosis in 207. 
Von Haberer considers the Billroth I method the 
operation of choice. He occasionally modifies it 
into a terminolateral anastomosis in which the 
end of the stomach is anastomosed to the pars 
decendens duodeni. When the Billroth I resec- 
tion does not seem feasible, he performs the Bill- 
roth II resection. This is a terminolateral anas- 
tomosis (the end of the stomach into the side of 
the jejunum), preferably antecolic, with the addi- 
tion of Braun’s entero-anastomosis. Occasionally 
the Billroth II operation is performed by the 
retrocolic route with the use of the jejunum. 

After ligation of the blood vessels and separa- 
tion of adhesions, the ulcer, if penetrating, is care- 
fully separated from the adjacent organ into 
which it has penetrated. The duodenum is then 
mobilized and the duodenal blood vessels are 
ligated. Extreme care is taken to prevent injury 
to the pancreas. If the bed of the ulcer consists 
of the pancreas, the stomach or duodenum is dis- 
sected free with a cautery and the exposed ulcer 
bed is iodinized. To be certain that an ulcer in 
the posterior duodenal wall is not overlooked, the 
use of clamps on the duodenum is avoided. 
Healthy duodenal mucosa is essential to the Bill- 
roth I method of resection. 

Many other essential details of technique are 
described and emphasis is placed upon the hemo- 
static row of sutures ligating the vessels in the gas- 
tric submucosa. The stoma in this Billroth I 
anastomosis should be at least 2 fingerbreadths in 
diameter, which in von Haberer’s opinion is ade- 
quate. A somewhat similar technique is used in 
the Billroth II operation. 

It is interesting to note the emphasis placed 
upon the type of anesthesia. Whenever possible, 
some form of lumbar or spinal anesthesia is used. 
This may be supplemented with block anesthesia 
of the abdominal wall. Splanchnic anesthesia is 
supplemented by the intravenous injection of 
evipan. 

In discussing his results and the factors which 
guide him in the selection of the type of operation 
for each case, von Haberer says that, in his opin- 
ion, surgical therapy should be resorted to only in 
cases which do not respond to conservative meas- 
ures. Jejunostomy as well as local excision of the 
ulcer have been abandoned. The best surgical 
therapy consists of a resection, preferably an ex- 
tensive one including the pylorus and the antrum. 
The aim of so extensive a resection is to eliminate 


the “so-called” chemical phase of hydrochloric — 
acid secretion which, in von Haberer’s opinion, is — 


responsible for most recurrences. Von Haberer 


believes that resection of the pyloric glands is es- — 


sential for removal of the stimulation of the acid- 


producing components of the residual gastric seg- _ 


ment. 


While the results obtained with the Billroth I 
and Billroth II resections are similar, the Bill- — 


roth I resection is regarded as preferable to the 


Billroth II resection. However, the Billroth II — 
operation, in which the end of the stomach is — 
anastomosed to the pars decendens of the duode- © 
num with blind closure of the duodenun,, is easier 


to perform than the Billroth I operation. 


With regard to extensive resections, von Hab- | 
erer makes the interesting comment that the ulti- — 


mate results depend not only upon the technique 


but also upon the social status of the patient. He — 


states that the postoperative mortality of various 


surgeons ranges from 2 to 15 per cent. The aver- — 
age postoperative mortality is 5 to 6 per cent and ~ 


the average incidence of postoperative recurrence 


of jejunal ulcer 0.6 to 0.7 per cent. Postoperative — 


chronic dyspepsia, malfunction of the pancreas, 
and the “peculiar secondary gastric anemias” 


are more frequent after the Billroth II than after — 


the Billroth I resection. 
In order to reduce the incidence of unsatisfac- 
tory postoperative results the diet should be regu- 


lated carefully for at least a year after the opera- — 


tion. Extensive resection should not be at- 


tempted when the anatomical conditions make it — 
too difficult, as in ulcers of the posterior wall of — 
the pars decendens duodeni, involvement of the — 


biliary ducts in the inflammatory process, or deep 


penetration into the pancreas. In the presence of — 


such conditions a smaller palliative operation is 
advisable. Gastro-enterostomy may be consid- 
ered, but von Haberer believes that after longer 
periods of observation the end-results of this pro- 
cedure will be found less satisfactory as from 24 
to 40 per cent of the patients subjected to it will 
still have symptoms due to an unhealed ulcer and 
from 2 to 24 per cent will develop a gastrojejunal 
ulcer. He regards gastro-enterostomy as an opera- 
tion of necessity rather than of choice. 

Pyloric exclusion is mentioned only to be con- 
demned because it does not remove the pyloric 
glands which incite acid gastric secretion. Von 
Haberer believes that in cases of non-resectable 
duodenal ulcer resection for exclusion of the le- 
sion should include the pylorus and the antrum. 
While such a resection gives better results than 
gastro-enterostomy, he prefers the latter proce- 
dure for non-resectable duodenal ulcers because a 
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secondary operation for gastrojejunal ulcer is 
much easier after gastro-enterostomy than after 
resection for exclusion. 

He has employed resection for exclusion of a 
duodenal ulcer 12 times. Three of the patients 
developed a new peptic ulcer, and 3 have died 
since the operation, 1 from pneumonia, 1 from 
hemorrhagic inflammation of the intestine, and 1 
from a subphrenic abscess. 

For profuse hemorrhage, von Haberer advo- 
cates a blood transfusion followed by resection 
because palliative surgery does not assure against 
subsequent bleeding. If resection proves ex- 
tremely difficult, he merely ligates the blood ves- 
sels leading to the lesion. This ligation may be 
followed later by a more extensive surgical pro- 
cedure. 

Perforation is, of course, operated on immedi- 
ately. Whenever possible a resection is performed. 
If immediate resection is contra-indicated be- 
cause of the patient’s condition, the perforation is 
closed and resection is delayed until later. The 
operation of choice is the Billroth I resection, but 
when this cannot be performed a Billroth II re- 
section is done. In every case of perforation ex- 
tensive resection should be the rule and an indi- 
rect attack on the ulcer-bearing area should be 
avoided if possible. However, while the surgical 
technique and the extent of the resection are im- 
portant, they are not the sole factors determining 
the end-results of radical surgery. 

In the cases of 57 patients operated on by von 
Haberer and studied later by Bremer and Held 
(16), 55 gastric resections of the Billroth I and 
Billroth II types were performed. A satisfactory 
follow-up study was possible in 48. Of extreme 
interest was the absence of motor disturbances 
and of abnormal roentgenological signs as con- 
trasted with the frequency of subjective com- 
plaints. The gastric emptying time was radically 
reduced in all of the cases, but was more rapid 
after the Billroth II than after the Billroth I 
operation. Of the 48 patients, 20 did not observe 
any diet and remained in good health; 14 adhered 
to a diet and had no subjective complaints; and 
14, who were too poor to follow any type of diet, 
failed to gain weight and complained of symp- 
toms. In the cases of 3 unemployed patients liv- 
ing on an inadequate diet and indulging in to- 
bacco and alcoholic drinks the symptoms ceased 
after dietetic management. Therefore, of the 
total number of patients, 77 per cent became 
symptom-free. 

It is thus apparent that even after an adequately 
radical surgical procedure the results are best when 
a protracted postoperative medical regime is followed. 


Finsterer (33), in a report on over 2,000 cases in 
which gastric resection was performed, describes 
his technique in detail and reviews his results. 
His mortality in 1,658 gastric resections was 5 
per cent. Of the gastric lesions, 95.8 per cent 
were healed and 4.1 per cent were improved. Of 
the duodenal ulcers, 94.6 per cent were healed, 
I.g per cent improved, and 3.3 per cent unim- 
proved. Of the gastrojejunal ulcers, 75.6 per cent 
were healed, 7.1 per cent improved, and 16.3 per 
cent unimproved. Certainly such excellent end- 
results should be the objective of every surgeon 
in the treatment of gastroduodenal ulcerative dis- 
ease. However, it is interesting to note that Fin- 
sterer does not condemn resection for exclusion in 
cases of non-resectable duodenal ulcer, a fact in- 
dicating a trend toward greater conservatism at 
least as regards this type of lesion. 

Finsterer is of the opinion that in cases of non- 
resectable duodenal ulcer rapid and complete 
healing of the lesion will take place after an ade- 
quate resection for exclusion provided retrograde 
filling of the duodenal stump does not occur. He 
prevents retrograde filling of the duodenal stump 
by a Hofmeister-Finsterer anastomosis. How- 
ever, it is important to make the resection so ex- 
tensive that only the cardiac third of the stomach 
remains. A Braun entero-anastomosis is unneces- 
sary as remaining pyloric glands do no harm. 

From his experience Finsterer has come to the 
conclusion that although resection of the antrum 
has a mortality of 13.8 per cent whereas the mor- 
tality of resection with preservation of the pylorus 
is only 3.1 per cent, resection for exclusion is justi- 
fied as it is followed by permanent healing in gt.3 
per cent of the cases. In his opinion the end- 
results depend, not upon the resection of the 
antrum, but upon the extent of the gastric resec- 
tion. The pylorus should be resected only when 
the duodenal stump can be properly closed. 

Enderlen and Zukschwerdt (30) recognize indi- 
cations and use a technique similar to the indica- 
tions recognized and the technique employed by 
von Haberer. They likewise condemn jejunos- 
tomy, stating that it is followed in most cases by 
new ulceration. They state that gastro-enteros- 
tomy is indicated only for elderly patients, par- 
ticularly women. Conservative methods do not 
give permanent healing. Pyloric exclusion with- 
out resection is to be condemned as it has a higher 
incidence of postoperative recurrence than even 
gastro-enterostomy which, according to their 
statistics, is followed by a marginal ulcer in 50 
per cent of cases. The surgeon has a choice only 
between a Billroth I and a Billroth II operation. 
Enough of the antrum and the fundus should be 
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removed so that only a third of the normal stom- 
ach remains. 

As most of Enderlen’s and Zukschwerdt’s pa- 
tients in the Heidelberg Clinic had a non-resect- 
able ulcer of the duodenum, it was necessary as a 
rule to choose between gastro-enterostomy and a 
resection for exclusion. An article by Zuk- 
schwerdt and Eck (103) reports the results of 107 
resections for exclusion and 71 gastro-enteros- 
tomies performed during the last twelve years. 
The mortality of gastro-enterostomy was 9.8 per 
cent and the mortality of resection for exclusion 
4.7 per cent. One of the patients treated by 
gastro-enterostomy subsequently died of perfora- 
tion and another died of hemorrhage. Only 50 
per cent of the patients subjected to gastro- 
enterostomy were considered cured, whereas 85.5 
per cent of those subjected to a resection for ex- 
clusion were restored to health. Of those treated 
by gastro-enterostomy, 42.3 per cent had post- 
operative symptoms, whereas of those treated by 
resection for exclusion, only 3 per cent had post- 
operative complaints. These results have defi- 
nitely convinced the Heidelberg surgeons that re- 
section including the gastric “motor” antrum is 
the operation of choice. 

It is interesting to note that these surgeons find 
that resection does not control all of the symp- 
toms. The persistence of symptoms is attributed 
to a residual gastritis. However, the latter must 
not be unduly emphasized since psychic factors 
play an important part in the causation of symp- 
toms in cases of ulcer, a fact suggesting that it 
might be advisable to refer neurotic patients to a 
psychiatrist after adequate surgery. 

The report of the von Eiselsberg Clinic (25) on 
2,766 resections performed between 1go1 and 1930 
should prove of interest to every surgeon. The 
methods used are in general similar to those of von 
Haberer and Finsterer, but the details of various 
steps merit consideration. The type of local anzs- 
thesia is described. The position of the common 
duct is carefully determined to avoid its injury. 
In the description of the operation the authors 
review in detail the ligation of the important ar- 
teries, the preparation of the stomach and duode- 
num for resection, the closure of the duodenal 
stump, the selection of the opening in the meso- 
colon, the picking up of the first jejunal loop, the 
execution of the anastomosis, the steps required 
to prevent leakage at the angle between the gas- 
tric stump and the jejunum, and the closure of the 
opening in the mesocolon. All are considered in a 
very thorough manner making this publication 
valuable not only to the novice but also to the 
experienced surgeon. 


The concise report of Emerson and Czirer (29) © 
on 2,400 consecutive resections in Verebeley © 
Clinic, Budapest, is important because emphasis © 
is placed upon the use of a sewing clamp after | 


ligation of the blood vessels, incision between 2 
rows of metal sutures to prevent escape of the gas- 
tric contents, an anastomosis between the stom- 


ach and jejunum in which the lower corner of the | 
stomach is resected, and the introduction of the | 


anastomotic sutures below and through the meso- 
colon. Resection of the lower stomach corner has 
been done by Verebeley since 1923 and is credited 
for the reduction in the mortality in all cases of 
gastric resection from 7.8 to 4.8 per cent. 

Of the patients followed up, good results were 
obtained in 1,954 (81.4 per cent), fair results in 
398 (16.6 per cent), and poor results in 48 (2 per 
cent). After palliative operations such as ex- 
cision with gastro-enterostomy, good results were 
obtained in 49 per cent, fair results in 33 per cent, 
and poor results in 18 per cent. The conclusion 
drawn from these results over a nine-year period 
is that gastric resection or radical surgery per- 
formed with the technique described “have been 
found to be more satisfactory both in regard to 
mortality and permanency than are the results of 
any of the other methods of treatment.” 

This Continental preference for resection has to 
a certain extent been followed by the Scandina- 
vian countries. Pallin (75) says, “In Sweden the 
development has on the whole followed that of 
Germany. Thus, during the last decade there has 
been a decided shift from gastro-enterostomy to 
resection. At the present time resection would 
seem to be the operation of choice for most sur- 
geons at the larger hospitals, yet by no means all 
of them.” 

In a brief review of the American and German 
literature, Pallin quotes Walters and Balfour as 
stating that the peptic ulcers seen in European 
Clinics differ from those seen in the United States 
in that they are frequently more extensive, more 
often multiple, and associated with a greater de- 
gree of gastritis, this fact explaining the difference 
in the attitude of American and European sur- 


geons. 

Pallin cites the mortality of von Haberer and 
Finsterer, which is 4.8 per cent, but quotes 
Guleke as stating that the average mortality must 
be twice as great. He says that Finsterer’s gastric 
resection for exclusion has definite merit and has 
gained recognition by French and German sur- 
geons although it is not much used in England. 

During the last ten years Pallin has operated 
on 109 patients with duodenal ulcer and has re- 
examined 58 of them from two to eight years after 
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the operation. Of the latter, 25 were treated by 
radical resection, 16 by palliative resection for ex- 
clusion (retention of the pylorus), and 17 by 
gastro-enterostomy. The results of palliative re- 
section in which the pylorus was preserved were 
in no respect inferior to those obtained by the 
more radical resection, a fact confirming the opin- 
ion of Finsterer and refuting that of von Haberer. 
Of the 25 patients treated by radical resection, 13 
were completely symptom-free, 7 were greatly 
benefited, 2 were slightly benefited, and 3 had 
poor results. Of the 16 patients subjected to a 
palliative resection, 1o were rendered completely 
symptom-free, 5 were greatly benefited, and 1 
had a poor result. Of the 17 patients treated by 
gastro-enterostomy, 10 were rendered completely 
symptom-free, 5 were greatly benefited, 1 was 
slightly benefited, and 1 had a poor result. There 
were g postoperative deaths—3 secondary to 
radical resection, 2 following the palliative resec- 
tion, and 4 after gastro-enterostomy. 

Pallin discusses especially the postoperative 
precipitate emptying of the stomach to which he 
attributes many of the unsatisfactory postopera- 
tive results following gastro-enterostomy and the 
Billroth II operation. He emphasizes the impos- 
sibility of determining why “rush” emptying 
occurs in one case and not in another. From his 
experience in the 10g cases reviewed, he con- 
cludes as follows: “It is scarcely necessary to men- 
tion that the Billroth I operation, as far as ‘rush 
emptying’ is concerned, is superior to other 
methods. On this ground, the Billroth I opera- 
tion proves one of the advantages of radical resec- 
tion over palliative resection. But in comparison 
with gastro-enterostomy, which is best reserved 
for more elderly people with pyloric stenosis, I am 
entirely in agreement with Finsterer’s opinion re- 
garding the decided preference for the palliative 
resection.’ 

Germanic teachings have in general dominated 
the French surgeons in the surgery of gastro- 
duodenal ulceration. Leriche (66) is guided by 
Finsterer’s teachings in his surgical therapy. His 
objective in the treatment of gastroduodenal 
ulcerative disease is the removal of enough of the 
acid-secreting portion of the stomach to produce 
achlorhydria. In 225 cases operated upon by him 
in the period from 1925 to 1932, he performed 129 
gastro-enterostomies and 96 resections. Of the 96 
resections, 14 were performed for duodenal ulcer. 
Leriche reserves gastro-enterostomy for small 
duodenal lesions which lead to pyloric stenosis. 
He states that resection is the operation of choice 
for lesions which have perforated into adjacent 
organs, ulcers of the lesser curvature, ulcers high 


in the stomach, and calloused large gastric or 


FOGELSON: GASTRODUODENAL ULCERATIVE DISEASE 5 


duodenal ulcers. The only argument against ex- 
tensive resection is its surgical mortality. The 
end-results of extensive resection are far superior 
to those obtained with gastro-enterostomy. In 
the 96 reviewed cases in which resection was done 
there were 14 deaths, and in 13 of the 14 fatal 
cases, autopsy showed the cause of death to have 
been failure of the surgical technique. Pylor- 
ectomy and antrumectomy do not achieve the © 
goal of reduced acidity. The latter requires an 
extensive gastric resection. In Leriche’s cases the 
Billroth I operation is never done; either a Polya 
or a Hofmeister-Finsterer gastrojejunal anasto- 
mosis is performed. ‘ 

In spite of all these data favoring resection, 
Leriche says, ‘‘ Gastro-enterostomy is a very good 
operation as evidenced by the fact that, of the 225 
patients operated upon for ulcer, a gastro-enteros- 
tomy was performed on 129.” 

The results obtained in the surgical treatment 
of gastroduodenal ulcer and the conclusions based 
on the cases of such ulcers occurring in the Bal- 
kans are found in the report of Fuerst (40). 
Gastro-enterostomy is condemned as it fails to 
effect a cure in from 40 to 50 per cent of cases 
whereas resection is followed by healing in go per 
cent. The ultimate results following the Bill- 
roth I method are better than those following the 
Billroth II method. Resection for exclusion, as 
performed by Finsterer, has apparently seldom 
been used, the operation of choice being, when- 
ever possible, a Billroth I resection. 

Of interest to surgeons who stress the acid fac- 
tor in gastro-intestinal ulcerative disease will be 
the report of Kemal (59), who, in 314 surgically 
treated patients, found hypo-acidity instead of 
hyper-acidity. Kemal is of the opinion that, at 
least in Turkey, acidity is of minor importance. 
He never observed malignant changes, perfora- 
tion, or fatal hemorrhage after a gastro-enteros- 
tomy. Marginal or postoperative peptic ulcer 
occurred in only 2 cases, in both of which there 
was hypo-acidity. Of Kemal’s cases treated by 
gastro-enterostomy, the operation was followed 
by death in 6 per cent, permanent healing in 82 
per cent, and improvement in 13 per cent. Of the 
cases in which resection was done for a large cal- 
loused ulcer and malignancy was suspected, the 
operation was followed by death in 11.3 per cent 
and permanent healing in 95 per cent. 

In comparison with these Continental results, 
Gaither~(42) reports on 100 cases collected by 
means of a questionnaire sent to 500 patients and 
evaluated by an internist who interrogated the pa- 
tients personally in addition to studying them 
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physically and roentgenographically. Of the 
cases in which gastro-enterostomy was performed, 
complete relief resulted in 80 per cent, whereas of 
the total number of cases representing the results 
of all types of operations, complete relief was ob- 
tained in 72 per cent, marked improvement in 19 
per cent, and no improvement in g per cent. 
Gaither concludes that gastrojejunal ulceration, 
catastrophic hemorrhage, and perforation are 

‘rare after gastro-enterostomy. The immediate 
mortality and the end-results of gastro-enteros- 
tomy and other conservative types of operation do 
not justify the displacement of conservative sur- 
gery by subtotal gastrectomy. Although the time 
interval between surgical intervention and exami- 
nation of the patient is not mentioned, it is note- 
worthy that 79 per cent of the patients had been 
carefully following postoperative dietetic rou- 
tines. 

Lahey (64) discusses the selection of the opera- 
tive procedure for various gastric and duodenal 
lesions and comes to the conclusion that “in the 
order of the best results, partial gastrectomy un- 
doubtedly stands at the head of the 3 general op- 
erative procedures, followed by pyloroplasty and 
gastro-enterostomy.” On the other hand, it must 
be admitted also that partial gastrectomy per- 
formed by almost any surgeon will have the high- 
est mortality rate of any of the gastric procedures 
for duodenal ulcers; that pyloroplasty will have 
the lowest mortality rate; and that gastro- 
enterostomy will have the intermediate mortality 
rate, but in the long run will probably give the 
poorest end-results. Lahey therefore believes that 
the selection of operation for duodenal ulcers, 
particularly ulcers which are partly or entirely 
retroperitoneal, should be reserved until the ab- 
domen is opened and the lesion visualized. 

Lahey states that he is not as enthusiastic about 
gastro-enterostomy as he was some years ago. 
“Nevertheless situations not infrequently arise 
where a satisfactory operative procedure on a 
given case possesses prohibitive possibilities of 
mortality and it becomes very much better to ac- 
cept a less satisfactory operative procedure for the 
associated lessened operative mortality.” He be- 
lieves that the incidence of gastrojejunal ulcer can 
be very materially diminished if patients with a 
gastro-enterostomy can be taught to adhere post- 
operatively to a rigid dietary regimen. 

Among the numerous reports on perforated 
peptic ulcer, Graves’ analysis of 4,402 cases oc- 
curring in the German Clinics (43) is outstanding. 
Graves stresses the danger of drawing’erroneous 
conclusions from a study limited to mortality sta- 
tistics alone. He states that simple closure of a 


perforated ulcer is the easiest and quickest opera- — 
tion and affords the best immediate prognosis, but — 
in most German clinics it has usually been per- ~ 
formed on patients in extremely poor condition — 
and more radical surgery is reserved for those who | 
have been fair to good risks. Therefore the mor- © 


tality rate attending the simple operation may be © 
very high, as in the series reported from Graves’ © 


Clinic, Frankfurt-am-Main, in which it was 58 


per cent, and in the entire collected German series, — 


in which it was 50 per cent. 
In the collected German series of cases of per- 
forated ulcer, resection was done 775 times with a 


mortality of 18.2 per cent. Graves concludes that | 
the low mortality is explained by the selection of — 


patients in better condition and the greater ease 
and skill with which gastric resection is done by 
German and Austrian surgeons who have had 
great experience with that operation. 

Routine partial gastric resection for perforated 
peptic ulcer in Central European patients who are 
good surgical risks is justified because: 

1. Peptic ulcers are multiple in about 30 per 
cent of all patients who have a perforation. 

2. Atrophic, hypertrophic, or ulcerative gas- 
tritis is usually present in the ulcer-bearing area of 
the stomach. 


3. The lesions present, particularly those in | 


the duodenum, cannot be judged by inspection 
and palpation alone. 

4. Gastric resection is performed by most Ger- 
man and Austrian trained surgeons in from forty 
to seventy-five minutes. 

5. The mortality rate in the cases of patients 
who are selected good risks is not over 5 per cent. 

6. Gastric resection is usually technically 
easier in cases of perforated ulcer than in elective 
cases of peptic ulcer. 

7. The simpler procedures do not always cure 
the ulcer or alleviate the gastritis and are fre- 
quently followed by recurrences of peptic ulcer or 
the development of a marginal ulcer. 

Shawan (91) reports on 227 cases of acute per- 
forated duodenal and gastric ulcer in which the 
mortality was 24.2 per cent, in contrast to the 
mortality of 18.2 per cent in Graves’ 775 cases in 
which resection was done. In 188 (75 per cent) of 
Shawan’s series of cases, simple closure of the per- 
foration was done. The mortality was lowest in 
36 cases treated by exclusion of the ulcerated 
area and closure. Closure plus gastro-enterostomy 
was done in 22 cases with a slightly higher mor- 
tality. 

Comparison of these 2 groups is interesting in that 
the more conservative measures failed to decrease the 
immediate mortality whereas it may be assumed 
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hat the more radical surgical technique will be fol- 
owed by better end-results- 
Rousselin (86) has made some interesting ob- 


“Wservations on gastroduodenal perforation. He has 


noted that the mortality is lowest in perforation 
of the duodenum and is greater the higher the site 
of the perforation in the gastro-intestinal tract. 
Of his series of cases, the mortality was 15.5 per 
cent in those of duodenal perforation, 51.5 per 
cent in those of perforation in the pylorus, and 
71.4 per cent in those of perforation in the lesser 
curvature. This variation in mortality may be 
secondary to the fact that the size of the perfora- 
tion increases from the duodenum upward. After 
discussing the usual factors of perforation, such 
as the time elapsing between the perforation and 
surgical intervention and the age and general 
condition of the patient, Rousselin states that he 
obtained a cure in 70 per cent of his cases, but 
that the best end-results were obtained in those in 
which there were no ulcer symptoms prior to the 
perforation. 

In contrast to the conclusions of Graves, Rous- 
selin, and Shawan, are those drawn by Black of 
England (10) on the basis of 50 cases of perfo- 
rated gastric and duodenal ulcer operated on in 
the period from 1927 to 1931. Black concludes 
that: (1) the simpler the operation the better; 
(2) the methods and skill of the surgeon are not of 
great importance; and (3) the time elapsing be- 
tween the perforation and operation is of chief 
importance. The last conclusion will be vigor- 
ously contested by many experienced Continen- 
tal surgeons who believe it is not the time factor 
but the condition of the patient which should guide 
the surgeon. 

Scotson (89) reported on 181 cases of perforated 
peptic ulcer in which the mortality was 17 per 
cent. He has confirmed Rousselin’s observation 
that the mortality is greater the higher the site of 
the perforation in the gastro-intestinal tract. He 
believes it is explained by “the likelihood of seri- 
ous hemorrhage preceding perforation as well as 
the larger size of the perforation and greater 
amount of infectivity of the extravasated con- 
tents, and also the difficulty, in many cases, of 
making a satisfactory closure of the perforation 
in a large gastric ulcer.” Of significance is the 
fact that none of his patients with duodenal ulcer 
who were treated by suture and gastro-enteros- 
tomy had any severe postoperative symptoms 
and in the patients who followed instructions 
regarding diet, hygiene, andj the use of alka- 
line powders the end-results were as a general 
rule very satisfactory regardless of the type of 


surgery. 
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Much of value to both the internist and the sur- 
geon may be obtained from an article on hemor- 

rhage by Allen and Benedict (1). During the last 

twenty years 1,804 patients with duodenal ulcer 

were treated in the Massachusetts General Hos- 

pital. Of these, 628 either gave a history of gross 

bleeding or, while under observation, lost blood in 

amounts recognizable by macroscopic study. Of 

these, 176 were classified as moderate bleeders, 

the blood loss not being sufficient to reduce the 

red blood cell count to 3,000,000 or the hemo- 

globin to below 70 per cent. Two hundred bled 

sufficiently to produce a marked secondary ane- 

mia. Of these, 62 bled gradually over a period of 

weeks and 138 had a hemorrhage coming on with 

sufficient suddenness to produce prostration, shock, 

and marked anemia. Therefore 22 per cent of the 

patients with duodenal ulcer complicated by hemor- 

rhage could be classified in the acute massive hem- 

orrhage class. Twelve of these patients bled to 
death before operation could be performed, and 8 
were operated on in a depleted state without suc- 

cess. The mortality in this group was therefore 14.5 
per cent. In nearly every fatal case it was pos- 
sible, either at autopsy or at operation, to demon- 
strate the erosion of a large artery. The striking 
difference between cases of apparently the same 
severity on admission in which bleeding ceased 
spontaneously and those in which the bleeding con- 
tinued to a fatal termination was the average age. 
In the fatal group the average age was fifty-six and 
three-tenths years while in those with recovery it was 
forty-one and eight-tenths years. It has been more 
or less commonly believed that patients are more 
likely to recover after one attack of severe bleed- 
ing than after several attacks, but as in 65 per 
cent of the fatal cases reviewed death occurred 
during the first period of bleeding, it is evident 
that the number of hemorrhages is not a reliable 
criterion of the prognosis. 

Of the 20 patients who died, 12 had not bled 
previously, 7 had bled only once before, and 1 
died during the fifth attack of bleeding. There 
was little evidence that transfusion had had any 
relation to continued or marked bleeding. Five 
patients died of hemorrhage without transfu- 
sion. Of the patients who bled out several trans- 
fusions in a period of from one to five days, all 
died whether operated upon or not. 

Blood was given the patient only on his fail- 
ure to hold his own with a systolic blood pressure 
above 70 mm. Hg. To eliminate the danger of 
rapidly elevating the blood pressure, the blood 
should be given slowly in amounts of about 300 
c.cm. In many cases in which this treatment has 
been given there has been no further serious 
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bleeding. After the patient is safely over the 
acute state of hemorrhage (from five to seven 
days), blood transfusion will materially shorten 
his hospital convalescence. 

Operation should be considered and under- 
taken in a large percentage of cases in which the 
patient rapidly loses the benefits of transfusion. 
When a patient enters a hospital in a depleted 
state or through mistaken judgment is allowed to 
reach a precarious condition, either his condition 
may be looked upon as hopeless or a heroic at- 
tempt may be made to save his life. In the 20 
fatal cases reviewed by Allen and Benedict watch- 
ful waiting and late surgery were both tried. Allen 
and Benedict describe a surgical technique of re- 
section plus control of bleeding and emphasize 
the necessity for being prepared to cope with hem- 
orrhage in a logical manner. 

In the period from 1911 to 1933, 80 cases of 
severe hemorrhage from peptic ulcer were ad- 
mitted to the Fourth Medical and Surgical Di- 
visions of the Bellevue Hospital by Hinton (55). 
In this group there were 9 cases of peptic ulcer 
treated conservatively with a fatal outcome. The 
mortality in this group is strikingly similar to 
the mortality reported by Benedict and Allen 
and, like the latter, demonstrates the importance 
of definite preparation to cope with hemorrhage 
in a logical fashion while previously determined 
operative indications are being followed. 

Bohmansson (12) reports 124 cases of severely 
bleeding ulcers, in one-half of which operation was 
performed. The total mortality was 23.4 per cent; 
the mortality of radical operation, 16.4 per cent; 
and the mortality of conservative treatment, 29 
per cent. If the patients operated on in extremis 
are eliminated, the postoperative mortality is 
brought down to 9 per cent. Bohmansson be- 
lieves that, especially in old patients with large 
arterial erosions, blood transfusion may provoke 
a fatal hemorrhage. In his cases hemorrhage 
was not considered a contra-indication to sur- 
gery. With regard to the age of the patient he 
emphasizes that hemorrhage is much more seri- 
ous in the old than in the young. 

Pauchet (78), discussing the treatment of mas- 
sive gastroduodenal hemorrhage, stresses the ne- 
cessity of an accurate diagnosis because two- 
thirds of the cases have no specific diagnosis and 
no demonstrable organic lesions, “thus consti- 
tuting the zone of the indeterminate in which 
specific surgery is not indicated.” Ligation of a 
single blood vessel, gastro-enterostomy, and je- 
junostomy alone are inadequate. The toxic effects 
of putrefying blood in the bowel must be elimi- 
nated by continuous drip irrigation. 
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Papin and Wilmoth (76, 77) discuss hemor- — 
rhage at great length and emphasize the necessity © 
of determining, if possible, which patients will © 
stop bleeding. They conclude that there are no_ 
clinical determinations which will answer this | 
question. They agree with Hartmann who be- 
lieves that surgical intervention is indicated only © 
in the cases of patients with a long ulcer history. © 
In 11 of their cases in which an exploratory lapa-- 
rotomy was done there were g deaths. They be- — 
lieve that gastro-enterostomy is of value only in 
cases of chronic calloused stenosing pyloric ulcer, 
and that pyloric excision is of no value. In their 
cases in which an extensive resection of the stom- 
ach and duodenum was done the mortality was 
19 per cent. 

Tixier and Clavel (97), in a review of 72 cases, 
conclude that Finsterer’s practice of radical inter- 
vention gives the best end-results. They state 
that when once the ulcer is exposed and hemo- 
stasis is obtained, the surgeon’s natural inclina- 
tion is to limit the surgery, but such a routine | 
practice gives unsatisfactory results. The best 
results are obtained by resection followed by re- | 
peated blood transfusions. They emphasize the — 
necessity of investigating other etiological fac- 
tors of hemorrhage such as circulatory stasis and 
gastritis with erosion of the small blood vessels. 
In contradistinction to cases of hemorrhage of | 
arterial origin, cases of hemorrhage due to circu- — 
latory stasis and gastritis with erosion of small 
blood vessels are best treated by medical meas- 
ures. 

The clinician must remember that about 33 per 
cent of all patients with gastroduodenal ulcera- 
tive disease bleed at some time during the life 
cycle of their lesions; that 22 per cent of those 
who bleed have acute massive hemorrhages; that 
of those with massive hemorrhages, 15 per cent 
will be so exsanguinated upon hospitalization 
that they will die whether the treatment is medi- 
cal or surgical; that surgical intervention at the 
proper time will decrease this mortality below the 
mortality in a similar group of depleted patients 
treated medically; that there are no true criteria 
for deciding which patients will stop bleeding 
solely under medical therapy; and that the end- 
results will be best if the patients who fail to hold 
their own after transfusion are operated upon 
early by a definitely planned surgical routine 
directed at this emergency. 

Although the surgical technique of the various 
procedures used in the treatment of gastro- 
duodenal ulceration is standardized except for 
insignificant modifications, the 1933 literature 
contains innovations which suggest progress. In 
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the description of a method of dealing with the 
proximal jejunal loop in the posterior Pdlya 
anastomosis after partial gastrectomy (63), Lahey 
cited among the difficulties encountered in this 
operation: Cr) angulation of the intestinal loops, 
(2) difficulties in suturing the anastomotic stoma 
wall below the transverse mesocolon, (3) tension 
on the anastomosis when a short proximal jejunal 
loop is used, and (4) the danger of an obstruction 
if the gastrojejunal anastomosis recedes above the 
opening in the mesocolon with the formation of a 
double-barrelled loop of proximal and distal je- 
junum penetrating through the transverse meso- 
colon. Many of these complications may of 
course be avoided by an anterior Pélya anastomo- 
sis, but this procedure also has disadvantages. 
When, in the latter, the jejunal mesentery is so 
short that, on being brought up to a reasonable 
level over the transverse colon to reach the cut 
end of the stomach, it produces pressure upon the 
transverse colon, any colonic distention is asso- 
ciated with danger of obstruction. Moreover, in 
order to obtain a jejunal loop which will reach 
over the transverse colon, a long loop must be 
used and the gastric contents are emptied into a 
relatively low segment of jejunum, which is not 
desirable. 

By simply incising the ligament of Treitz from 
its lowest insertion in the jejunum to its origin in 
the mesenteric root, it is possible to mobilize the 
proximal jejunum so that it may be anastomosed 
to the stomach through a slit made in the trans- 
verse mesocolon. Thus the entire proximal loop 
of jejunum is brought above the mesocolon and 
excluded from the greater general peritoneal cav- 
ity. When this procedure is followed, only one 
loop of bowel ultimately traverses the transverse 
mesocolon. It is not necessary to suture the 
stomach above the gastrojejunal anastomosis 
to the transverse mesocolon, and tension and 
angulation of either of the jejunal loops is readily 
avoided. 

The solution of many of the problems of gastric 
resection by such a simple procedure as incision 
of the ligament of Treitz is at first difficult to 
visualize, but after the first trial the ease and prac- 
ticality of this method become obvious. 

Back of England (6) has suggested a new tech- 
nique for gastrojejunostomy. Several years ago 
he decided that easier access to the posterior wall 
of the stomach would be provided by exposure 
through an incision in the great omentum. He 
first makes an incision in the gastrocolic omentum 
parallel with the greater curvature which gives 
free access to the lesser sac and through which the 
whole posterior wall of the stomach can be thor- 


oughly examined. The transverse colon is then 
held up by the assistant and the second opening is 
made into the lesser sac through the transverse 
mesocolon. A coil from the upper part of the je- 
junum is brought up through the opening in the 
transverse mesocolon and the most proximal part 
that can be apposed to the stomach without strain 
or tension is clamped. The transverse colon is 
then returned to the abdominal cavity and the 
anastomosis made in the usual way except that it 
is done in the lesser peritoneal cavity. Finally, 
the edges of the opening in the transverse meso- 
colon are fixed to the jejunum by a few inter- 
rupted sutures and the opening in the gastrocolic 
omentum is sewed up. 

Back believes that this method has many ad- 
vantages over the usual technique, in that the 
entire posterior wall of the stomach can be ex- 
amined, traction on the stomach is avoided, and 
the transverse colon is returned to the abdominal 
cavity to prevent chilling. Since his adoption of 
the method both his immediate and his late re- 
sults have been better. 

Konjetzny (62) reports further studies on antro- 
duodenitis. These are important because many 
Continental surgeons contend that radical resec- 
tion is the only procedure capable of removing all 
of the lesions present in the ulcerated stomach. It 
is an unsettled question whether digestion or ero- 
sion occurs in a healthy gastric mucosa or only 
after an inflammatory process. Many patients 
who have no true ulcer give the classical ulcer his- 
tory because of antroduodenitis. When such pa- 
tients are subjected to operative exploration, the 
surgeon must decide what surgical therapy, if 
any, is indicated. Konjetzny believes that when 
the symptoms persist gastric resection is eventu- 
ally indicated. This is true particularly when the 
gastric mucosa shows a polypoid hyperplasia and 
when chronic gastritis has progressed to the point 
of organic pyloric stenosis. Resection is indicated 
also when the differentiation between a benign 
pyloric hypertrophy resulting from gastritis and a 
fibrous carcinoma is difficult. 

The studies by Aschner and Grossman (4) of 
124 specimens of antrum and duodenum obtained 
by gastrectomy in New York suggest that at least 
in the Eastern United States the pathological 
changes of gastroduodenal ulcerative disease sim- 
ulate closely those associated with gastroduodenal 
disease in Continental Europe. Ulcers were never 
found in normal gastric or duodenal mucosa, their 
development being always preceded by a gas- 
tritis or a duodenitis. Despite spontaneous heal- 
ing of an ulcer, the underlying gastritis and duo- 
denitis may persist and predispose to new ulcera- 
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tion. Aschner and Grossman observed also cases 
of gastritis and duodenitis with erosions in which 
X-ray examination was negative and exploration 
revealed so little pathological change that the 
surgeon found no indication for operation. Pa- 
tients with such conditions have classical symp- 
toms of ulcer and as a rule develop a typical ulcer 
later. 

Antroduodenitis of this type may be responsible 
for failure after gastro-enterostomy. Puhl (82, 
83) reports 24 cases in which resection was per- 
formed subsequently. In all of them there was a 
marked hyperplastic ulcerous inflammation which 
was most severe in the antrum but was present 
also in the duodenum. 

Henning (53) discusses chronic inflammatory 
changes in the gastric mucosa in a similar fashion. 
He limits surgery to cases of stenosis, suspected 
carcinoma, postoperative hemorrhage, and fail- 
ure of medical treatment. 

Zukschwerdt and Zettel (104) do not question 
the existence of gastritis in a large number of pa- 
tients for whom gastric resection was indicated, 
but insist that there are many persons with gas- 
tritis who have no subjective symptoms. The 
diagnosis of gastritis is made roentgenologically 
and gastroscopically. Zukschwerdt and Zettel 
were interested in the histological findings in the 
stomach left after resection because in every one 
of the 66 cases reviewed by them they found a 
definite gastritis at the edge of the resected speci- 
mens. Roentgen examination disclosed hyper- 
trophy of the gastric mucosa with accentuation of 
the mucosal folds, the atrophic, flattened mucosa, 
and the polypoid hyperplastic mucosa. Twenty- 
seven of the 44 patients examined postoperatively 
showed a gastritis on roentgen examination, but 
18 of the 27 were symptom-free. Emphasis is laid 
upon the psychic origin of postoperative com- 
plaints and the importance of referring the pa- 
tients to a psychiatrist, but the fact that 18 of the 
27 symptom-free patients still showed residual 
pathological changes raises the question whether 
it would not be wise to refer the patients to a 
psychiatrist in the first place and postpone or 
omit operation. 


RESUME OF MEDICAL THERAPY OF GASTRO- 
DUODENAL ULCERATIVE DISEASE IN 1933 


On the medical side an almost equally large 
number of methods of therapy are proposed. 
Kohn (61) dwells on the similarity between pep- 
tic ulcer and the early lesions of thrombo-angiitis 
obliterans. He says, “Despite the variation in 
histological details, the final pictures in peptic 
ulcer and thrombo-angiitis obliterans simulate one 


another rather closely.” As peptic ulcer repre- 
sents a disturbance in the blood supply in the im- 
mediate neighborhood of the ulcer and the pains 
of peptic ulcer and the pains occurring in thrombo- 
angiitis obliterans are strikingly similar, itappears _ 
that the treatment of peptic ulcer should be based 
on the same principles as the treatment of end 
arteries and veins. 

In the treatment recommended by Kohn a solu- 
tion of chemically pure sodium citrate, sodium 
chloride, and a buffer agent dissolved in distilled 
water is brought to a hydrogen-ion concentration 
which is slightly alkaline and injected intrave- 
nously. The initial dose is usually from 25 to 50 
c.cm. Later the dose may be increased to 100 
c.cm. The solution is injected daily, every other 
day, or twice weekly. By this treatment 28 of 50 
patients were apparently cured, 12 were benefited 
markedly, 8 were benefited to an appreciable de- 
gree, and 2 were benefited only slightly. 

Immunization therapy is again advocated by 
Hufford (56) who used a green-producing, Gram- 
positive, diplostreptococcus obtained from re- 
sected stomachs. Of 116 patients treated with a 
stock ulcer vaccine in addition to diet and oral 
medication, all evident foci of infection disap- 
peared in 71 and the ulcer recurred in only 2 
(2.8 per cent). Of the 45 patients in whom the 
foci were not completely eradicated, the ulcers 
recurred within from one to three years in 8 (17.8 
per cent). Of 34 patients treated dietetically 
without inoculations, all evident foci of infection 
were removed in 18 and, to date, the ulcers have 
recurred in only 8 (44.4 per cent) of these 18. Of 
the remaining 16, recurrences have developed in 
13 (81 per cent). This confirms the teaching of 
many investigators that foci of infection un- 
doubtedly play an important part in the forma- 
tion of ulcers. Perhaps surgeons might improve 
their end-results by rigidly eliminating every 
possible focus of infection in addition to performing 
the local operation on the gastro-intestinal tract. 

During the last four years Trippe (98) gave 82 
patients with ulcer a 1:500 solution of metaphen 
in a dose of 4 c.cm. 3 times a day. No other medi- 
cation and no restriction of the diet was pre- 
scribed. The pain was relieved within an average 
of three days without any demonstrable toxic 
effect from the metaphen. Besides the control of 
the subjective symptoms, there was roentgen evi- 
dence of objective improvement with complete 
disappearance of the gastric and duodenal lesions. 
Trippe attributes the results to control of infection 
in the gastro-intestinal tract by the metaphen. 
He makes no mention of kidney irritation by the 
metaphen, which is a mercurial product. 
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FOGELSON: GASTRODUODENAL ULCERATIVE DISEASE II 


In the Alvarez Lecture given before the Ameri- 
can Gastro-Enterological Society, Hurst (57) em- 
phasized the unity of gastric disorders. A study 
of the anatomy and physiology of stomachs of 
healthy young adults of both sexes showed that 
under perfectly normal conditions there is a con- 
siderable variation from the average. In 80 per 
cent of persons the variations occur within com- 
paratively narrow limits and the anatomy and 
physiology of the stomach are so perfectly ad- 
justed to the exigencies of ordinary life that these 
persons are likely to reach old age without ever 
suffering from any form of chronic gastric dis- 
order. Of the remaining 20 per cent of persons, 
one-half are born with a hypersthenic gastric con- 
stitution and the other half with a hyposthenic 
gastric constitution. The hypersthenic group 
have a hyperchlorhydria often associated with a 
short, high, rapidly emptying stomach, and the 
hyposthenic group, a hypochlorhydria and a long, 
slowly emptying stomach. Both constitutions are 
compatible with perfect health, but under unfa- 
vorable circumstances persons with a hyper- 
sthenic constitution are predisposed to gastric or 
duodenal ulceration and those with a hyposthenic 
constitution are predisposed to carcinoma of the 
stomach and Addison’s anemia. 

In hypersthenic persons with a constitutional 
hyperchlorhydria and rapid gastric emptying the 
stomach is empty for a much longer portion of the 
day or night than in the average individual. Ac- 
cordingly, there is much more opportunity for 
damage to the mucosa by such irritants as alco- 
hol, tobacco, and drugs. In addition, fractional 
Ewald meals in individuals of this type show not 
only hyperchlorhydria but also a decrease in 
mucus secretion. Because of the reduction of the 
capacity of the stomach to secrete mucus, which 
is a characteristic of the hypersthenic constitu- 
tion, the protection against damage which is 
afforded by the layer of mucus in the hyposthenic 
stomach is absent. According to Hurst’s theory, 
it seems reasonable to conclude that persons with 
deficient mucin secretion should be fed mucin in 
order to protect the gastroduodenal mucosa and 
restore as closely to normal as possible the rela- 
tionship of the mucin content to the other compo- 
nents of gastric secretion. 


MUCIN THERAPY 


The mucin therapy for gastroduodenal ulcera- 
tive disease devised by Fogelson has been the sub- 
ject of as much controversy as most other treat- 
ments for that condition, but is reported merito- 
rious even by many of its critics. Block and 
Rosenberg (11) say, “It is noteworthy, neverthe- 


less, that partial or complete symptomatic relief 
was achieved with mucin in 7 patients who failed 
to respond to other forms of therapy. Such re- 
sults indicate that gastric mucin may have a place 
in the treatment of peptic ulcer, notwithstanding 
the shortcomings previously discussed as unto- 
ward symptoms, although prolonged observation 
under carefully controlled conditions is essential 
to the formulation of any definite conclusion. At 
the present writing, then, we should advocate its 
use in cases refractory to other forms of treatment 
and as a step toward the evasion of a surgical pro- 
cedure.” 

Rivers and Vanzant (85), who have used mucin 
in more than 150 cases of peptic ulcer, report that 
about 50 per cent of their patients responded 
favorably when mucin was employed. They cau- 
tion against the use of mucin in cases of peptic 
ulcer associated with disease of the urinary or 
biliary tracts because of the increase in the blood 
urea in such cases. 

Many physiological reports have been pub- 
lished in 1933 which support Hurst’s hypothesis 
and strengthen the position of gastric mucin in 
the treatment of gastroduodenal ulcerative dis- 
ease. 

From investigations of the action of mucus in 
the automatic regulation of the acidity of the gas- 
tric contents, Bolton and Goodhart conclude that 
the only means possessed by the normal stomach 
to reduce the acidity of its contents is the secre- 
tion of mucus. 

Florey (38), in reporting his observations on the 
functions of mucus and the early stages of bac- 
terial invasion of the intestinal mucosa, states 
that by microscopic inspection of living intestinal 
mucosa it was possible to see that mucous secre- 
tion has as one of its functions the cleansing of the 
villi from small adherent particles. This is ac- 
complished by the movements of the villi and 
other intestinal motor activities which bring the 
particles into contact with sticky mucus secreted 
by the goblet cells and present as a lace-like mesh- 
work over the mucosal surface. The mucus with 
adherent particles is then rolled up into small 
masses by the intestinal movements and pro- 
pelled onward by the peristaltic action of the 
bowel. 

Florey and Harding (39) found that by isolat- 
ing duodenal loops between the points of entrance 
of the biliary and pancreatic ducts, the secretion 
of Brunner’s glands could be obtained. This se- 
cretion is a clear, slightly opalescent ‘“ mucous”’ 
juice of the consistency of egg white. It is appar- 
ently homogenous and can be diluted with water. 
Its most remarkable feature is its large carbonate 
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content. Hydrogen-ion estimations made colori- 
metrically showed a pH of from 8.0 to 8.2. Brun- 
ner’s glands can be activated by pouring hydro- 
chloric acid over them. Florey and Harding con- 
clude, “The significance of the alkaline secretion 
for the protection of gastric and duodenal mucosa 
is indicated and a possible relationship between 
a failure of secretion and the production of peptic 
ulcer is suggested.” 

In France, numerous articles by Monceaux (72) 
have led to extreme enthusiasm for the use of 
mucin not only in the treatment of lesions in the 
upper part of the abdomen but also in that of 
lesions elsewhere in the gastro-intestinal tract. 
The French have become convinced by their ex- 
perimental and clinical investigations that mucin 
is an important therapeutic agent for gastro- 
intestinal lesions. 

During 1933 about 12 tons of gastric mucin 
were used in the United States alone by over 500 
clinicians who reported their results to the Gastric 
Mucin Committee of the Northwestern Univer- 
sity Medical School. The only cases considered 
in the evaluation of gastric mucin for gastro- 
duodenal ulcerative disease were cases of so-called 
“intractable” ulcer which had failed to respond 
to the ordinary medical regimes and for which 
surgical therapy was being considered. Thirty- 
three per cent of the patients had had previous 
surgical treatment and had developed a recur- 
rence. The 500 clinicians with limited experience 
in mucin therapy found it possible to render 63.1 
per cent of these patients with ‘intractable” 
ulcer symptom-free. Of the remaining patients, 
29.4 per cent were benefited by the treatment and 
7.5 per cent were not benefited. 

The viscosity and emulsion properties of mucin 
which are supposed to protect the ulcer from 
mechanical and chemical irritations suggested to 
Jones, Ivy, and Atkinson (58) the use of the vege- 
table mucilage from okra in the treatment of ulcer. 
These investigators report that in 3 cases in which 
they employed a highly purified vegetable muci- 
lage prepared by them and called “okrin” very 
satisfactory results were obtained. Meyer, Seid- 
mon, and Necheles (70), in reporting a repetition 
of their work in the cases of 17 patients with defi- 
nite duodenal or gastric ulcer say, “Fourteen of 
these had immediate relief of symptoms on taking 
powdered okrin in 1-gm. doses every two hours.” 

In addition, many other types of medical ther- 
apy have been suggested. Pozzi and Sforza (80) 
report encouraging results, from injections of 
sodium benzoate. Niles (73),'like Pitkin, has ob- 
tained gratifying results from the intravenous ad- 
ministration of foreign protein, animal fats, and 


emetin. Many French investigators and clini- 


cians, are reporting encouraging results from — 
treatment based on theories regarding the réle of 
certain amino acids in the pathogenesis and treat- — 
ment of ulcer. Weiss and Aron (100), forexample, — 
state that following modified Exalto or, as it is — 
known in America, the Mann-Williamson opera- — 
tion to produce experimental ulcers, there is in- | 


complete digestion of proteins with the end- 
result that the amino acids necessary as building 


stones for body proteins are not available. When — 
histidine and tryptophan are injected the inci- | 


dence of experimental ulcer is radically reduced. 
On the basis of these experimental’ findings. 
Pozzi and Sforza treated cases of ulcer with injec- 


tions of 2 per cent tryptophan and 4 per cent his- j 
tidin. This treatment was followed by cessation © 


of the pain, hyperacidity, and hemorrhage, a 
marked gain in weight, and restoration of the 
roentgen picture to normal. 

The neurogenic etiology of peptic ulcer pre- 
sented so ably by Cushing (24) in 1932 is again 


advanced by Comroe (21), who noted an associa- — 
tion of pituitary tumors and peptic ulcer. Comroe _ 


suggests the use of pituitrin subcutaneously in the 
treatment of early cases of peptic ulcer. 
Babkin (5) and his coworkers, in an article on 


the nervous control of gastric secretion and the ~ 


effect of vitamin deficiency on its production, re- 
port that they have determined a gastric secretory 
response to stimulation of the parasympathetic 
and sympathetic nervous systems. They have in- 


creased our knowledge of the physiological func- 
tions of the gastric mucosa by demonstrating that | 


a deficiency of vitamins radically reduces the re- 
sponse to stimulation of these nervous systems. 
When vitamins are again added to the diet the 
original response to nervous stimulation is prac- 
tically restored. This may explain the formation 
of experimental ulcers on diets deficient in vita- 
mins. 


RESUME 


The literature on gastroduodenal ulcerative dis- 
ease during the last year has been concerned 
largely with an evaluation of end-results from the 
various surgical procedures. Judging from the 
reports published, the operation giving the best 
end-results is the Billroth I resection. In cases of 
duodenal lesions in which this operation is diffi- 
cult or precarious, and those in which it is impos- 
sible to obtain healthy duodenal mucosa for gas- 
troduodenal anastomosis the surgeon has the 
choice between a Billroth II operation or one of 
its various modifications such as the Hofmeister- 
Finsterer resection. A wealth of material has 
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accumulated substantiating Finsterer’s conten- 
tion that a resection for exclusion is justified in 
cases of duodenal ulcer in which resection of the 
ulcer is difficult and dangerous. Lahey’s modifica- 
tion of the Pélya operation should eliminate many 
of the undesirable postoperative mechanical com- 
plications. Lahey’s lack of enthusiasm for gastro- 
enterostomy and other palliative surgical proce- 
dures may be considered indicative of a further 
American trend toward more extensive surgical 
therapy in gastroduodenal ulcerative disease. 

It is noteworthy, however, that many surgeons 
are beginning to realize that frequently surgical 
therapy will not by itself yield a complete cure, 
since after the most extensive surgical treatment in- 
dividuals with the ulcer diathesis still require medi- 
cal management to achieve the best end-results. 
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Hintze, A.: Benign and Malignant Parotid Tumors 
and Their Amenability to Cure (Gutartige und 
boesartige Parotisgeschwuelste und ihre Heilungs- 
moeglichkeiten). 58 Tag. d. deutsch. Ges. f. Chir., 
Berlin, 1934. 


During the purely operative era the outlook for 
the cure of parotid tumors was very favorable in 
cases of benign tumor but very unfavorable in cases 
of malignant tumor. About half of the patients with 
malignant tumors came for treatment in a condition 
in which operation was no longer possible technically. 
In most of the cases which were still operable a very 
extensive intervention destroying the facial nerve, 
including usually resection of the external carotid 
artery, and including sometimes resection of the 
vertical ramus of the lower jaw and the external 
auditory meatus was necessary. While the primary 
mortality of the extirpation was low, rapid recurrence 
usually spoiled the operative result which at first 
seemed favorable as regards life and health. 

At the Surgical Clinic of the University of Berlin, 
irradiation has been used in a constantly increasing 
number of cases during the last twenty years. 
Hintze discusses the results, the conclusions derived 
therefrom, and the future establishment of the 
indications for treatment. The benign tumors are 
included in the discussion because they also have a 
marked tendency to recur and not rarely are the 
forerunners of malignant tumors. In the period from 
1912 to 1933, 86 patients with malignant parotid 
tumors, 27 with benign parotid tumors, and 2 with 
benign mixed tumors of the submaxillary gland were 
observed at the Surgical Clinic and the Roentgen- 
Radium Institute. The average age of the patients 
with malignant tumors was about forty-five years, 
but the difference in their ages was very great, the 
ages of the males ranging from twelve to seventy-six 
years and those of the females from six to sixty-eight 
years. The ratio of males to females with malignant 
parotid tumors was about t:1. Carcinomata were 
more frequent in the males and sarcomata more fre- 
quent in the females. The ratio of males to females 
with benign tumors was about 1:3. 

In the classification of the cases the malignant 
mixed tumors must be placed in a group separate 
from the carcinomata and sarcomata for practical 
clinical reasons as they are usually preceded by 
benign mixed tumors. In addition to the malignant 
mixed tumors, there is a small special group of a 
peculiar nature, the malignant cylindromata, which 
are usually preceded by benign cylindromata. The 
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important fact that, sooner or later, even after as 
long as twenty years, benign parotid tumors can 
change into malignant tumors, necessitates care and 
precaution also in cases of benign tumors. The first 
signs of such a change are a sudden increase in size, 
softening, loss of distinctness of the border, and loss 
of mobility of the tumor, pain, and facial paralysis. 
These signs must be observed at their very beginning. 
When locking of the jaw, metastases in the neigh- 
boring lymph nodes, extensive deep proliferation, 
and ulceration have occurred cure can no longer be 
expected from any procedure. In almost one-third 
of the cases of malignant parotid tumor reviewed the 
neoplasm had been present for a long time, a fact 
indicating that it had previously been benign. With 
every second or third case of benign mixed tumor we 
must reckon with the danger of the development, 
sooner or later, of a malignant change or a malignant 
recurrence, and it is our duty to take this into con- 
sideration in determining the indications for treat- 
ment. In the literature up to the present time there 
are few reports based upon a considerable number of 
cases from a single source which were followed up 
for a large number of years. Reports of the results 
obtained five years after treatment in cases of 
malignant parotid are few. 

In 1921, Kennon reported on 27 cases of car- 
cinoma of the parotid gland among which there was 
a case of eight-year survival and a case of five-year 
survival after the operation. However, in both of 
the latter an inoperable recurrence developed. Of 30 
patients treated for parotid carcinoma whose cases 
were reported by Benedict and Meigs in 1930, 1 sur- 
vived ten years. This patient was treated by roent- 
gen and radium irradiation in addition to operation 
and was free from symptoms after seven years, but 
finally developed a recurrence. Among 9 patients 
treated for sarcoma of the parotid gland whose cases 
were reported by Benedict and Meigs there were 2 
who remained free from symptoms for five years. In 
1933, Dunet, Creysse|, and Bérard reported that in a 
case of malignant mixed tumor among 19 operable 
cases of carcinoma of the parotid gland they obtained 
a survival of six years by means of radium therapy 
alone and a three- to six-year survival in 3 of 7 cases 
treated by extirpation and radium irradiation. In 
1933, Schirm reported that of 10 patients operated 
upon at the Jena Surgical Clinic for carcinoma of the 
parotid gland, 1 remained free from recurrence after 
seven years. 

In the entire literature there are reports of only 6 
cases of malignant tumor of the parotid gland in 
which the patient remained free from symptoms for 
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five years or longer. Therefore the results in the 
cases treated by Hintze may be regarded as very 
good. Among 50 microscopically confirmed cases of 
primary malignant tumor of the parotid gland the 
five-year limit was extended by exclusively operative 
treatment in 2 cases of carcinoma, 2 cases of sarcoma, 
2 cases of tumor representing a transition from 
carcinoma to sarcoma, and 1 case of malignant 
mixed tumor. In 1 case of carcinoma and 1 case of 
transitional tumor, prophylactic irradiation was 
given after operation. In 2 cases of carcinoma, 1 case 
of sarcoma, and 1 case of malignant cylindroma 
irradiation was given for recurrence after operation. 
Altogether, 13 (about 42 per cent) of 31 patients 
were still alive after five or more years. Of these, 8 
(about 26 per cent) remained free from symptoms. 
Of 6 patients with an inoperable condition who were 
treated primarily or exclusively by irradiation, 2 
were living after five years and 1 of these was free 
from symptoms. The total results of this eclectic 
therapeutic measure in cases of microscopically 
proved malignant parotid tumor show that 4o per 
cent of the patients survived for five years and 25 
per cent remained free from symptoms for five 
years. If 1 unexplained death occurring two months 
after operation is excluded, the findings in cases of 
benign tumor (benign cylindroma and mixed tumor) 
show that 100 per cent of the patients survived and 
were free from symptoms for five years. A few of 
these patients were operated upon more than once, 
and about half of them were treated by irradiation 
sooner or later, some of them for recurrence. In the 
case of a woman with a bilateral mixed tumor, the 
tumor on the right side was removed by operation 
with resulting facial paralysis, and the tumor on the 
left side by irradiation without injury to the facial 
nerve. 

On the basis of these observations the following 
conclusions are drawn: 

The malignant tumor of the parotid gland and the 
tumor of the parotid gland which is suspected to be 
malignant should first be thoroughly irradiated. In 
this way a malignant lymphoma may be recognized 
as such and, at the same time, cured. If the malig- 
nant parotid tumor recedes to at least half its 
original size within six weeks after the irradiation, 
the irradiations should be continued. When a small 
residual tumor remains after repeated roentgen 
irradiation, radium therapy may be used in addition. 
If the malignant tumor recedes to only a slight extent 
after the first irradiation, total extirpation should be 
done without further pre-operative irradiation and, 
because of the great frequency of recurrence, the 
operation should be followed by 1 immediate and 
several later prophylactic irradiations. A recent 
recurrence is destroyed most completely and perma- 
nently by irradiation. Irradiation should be given’ 
first also in cases of older recurrences even when, 
because of its histological character, the primary 
tumor is known to have been only slightly sensitive 
to irradiation. For recurrences with only slight 
sensitivity to irradiation, surgery should be employed 
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so far as possible. In cases of inoperable malignant 
parotid tumors intensive roentgen irradiation should 
always be given first and should be followed by 
partial extirpation and subsequent implantation of 
radium when these procedures are possible and seem 
promising. In the advanced stage, facial paralysis 
produced by the operation is of no importance as the 
malignant tumor itself leads to facial paralysis. A 
radical procedure is most effective in relieving the 
often almost intolerable pain. The development of 
distant metastases can be arrested only by ir- 
radiation. 

The benign parotid tumor, while still young, is 
best treated by irradiation. When a benign tumor 
comes for treatment after it has been present for 
several years, as is usually the case, its size, location, 
and mobility must be taken into consideration in 
judging whether it can be removed surgically with- 
out injury to the facial nerve. The surgeon must 
determine also whether injury to the facial nerve 
may be caused by the deformity produced by the 
tumor. Steady growth, even though slow, seems to 
render it advisable to operate early with the risk of 
causing partial injury to the facial nerve in order 
that the greater injury which would be done by a 
later operation may be avoided. In every case in 
which an operation is performed for a benign tumor 
of the parotid gland postoperative irradiation should 
be given for the prevention of recurrence which is 
very frequent and has a tendency to become 
malignant. (Hintze). Louts Neuwetr, M.D. 


EYE 


O’Day, K.: Operations for the Relief of Trichiasis 
and Cicatricial Entropion. Australian & New 
Zealand J. Surg., 1934, 4: 23. 


This article is based on the results of nearly 800 
operations for trichiasis and entropion which were 
performed at the British Ophthalmic Hospital in 
Jerusalem. The pathological anatomy consists of 
one or more of the following conditions: (1) tri- 
chiasis, (2) cicatricial entropion, (3) blepharospasm, 
(4) rounding of the posterior lip of the free palpebral 
margin, and (5) narrowing of the palpebral fissure. 

Operations for correcting the deformity of the lids 
may be divided into 2 main groups: (1) those in 
which the lashes are pushed away from the globe; 
and (2) those in which the attempt is made to rotate 
the whole lash-bearing area outward. To the first 
group belong the Van Millingen, Jaesche-Arlt, and 
Spencer-Watson methods, and to the second group 
the Snellen, Hotz-Anagostaki, Pz.nas, and Burrough 
methods. Experience in Jerusalem has shown that 
most cases can be dealt with successfully by the Van 
Millingen operation, but for severe grades of 
entropion Snellen’s operation is required and for 
trichiasis confined to the ends of the lids the Spencer- 
Watson operation is best. 

The following instruments are necessary: a small 
scalpel, a pair of curved and a pair of straight 
scissors, a pair of conjunctival fixation forceps, a pair 
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of small toothless forceps, a lid spatula, a squint 
hook, a needle-holder, No. 2 advancement needles, 
and No. 1 silk sutures. 

General anesthesia is indicated only in the cases 
of young children. Local analgesia is obtained by 
injecting the lid with 1.5 c.cm. of a 4 per cent solution 
of novocain and instilling a drop of a 5 per cent solu- 
tion of cocaine hydrochloride into the conjunctival 
sac ten minutes before the operation. For fear of 
impairing the vitality of the mucous membrane, 
adrenalin is not used in lip grafting. However, it is 
of aid in the other operations. 

By these methods it was not difficult to obtain a 
good immediate result. The majority of the patients 
left Jerusalem a few days after the operation and 
refused further treatment. With advance of the 
cicatricial process, recurrence was common. When 
it was possible to give adequate after-treatment of 
the trachoma, recurrences were rare. 

When entropion occurs in a lid into which a lip 
graft has been inserted, the performance of Snellen’s 
operation is not difficult, but when entropion recurs 
after a Snellen operation great difficulty is often ex- 
perienced in repeating the operation as a large part 
of the tarsus has been removed. Under the latter 
conditions lip grafting is of value. 

Lestre L. McCoy, M.D. 


Villegas, R. R., and Damel, C. S.: Neurinoma of the 
Orbit (Neurinoma de la orbita). Bol. y trab. Soc. de 
cirug. de Buenos Aires, 1934, 18: 531. 


The authors report a clinical and histological study 
of a case of neurinoma probably arising from one of 
the ciliary nerves. The patient was a man thirty-six 


years old who had noted a unilateral exophthalmos 
for three years. The tumor, which was the size of a 
small egg, was removed without difficulty by the 
Kroenlein operation. The result was excellent. 

So far as the authors have been able to determine, 
only nine neurinomata of the orbit have been re- 
ported to date. Four were described respectively as 
“glioma of the suborbital nerve,” “peripheral 
glioma,” “neurofibroma of the orbit,” and “en- 
capsulated glioma of the orbit.” 

The article contains photographs of the authors’ 
patient and his tumor, roentgenograms, and illus- 
trations of the fundus. M. E. Morse, M.D. 


Smoleroff, J. W., and Agatston, S. A.: Metastatic 
Carcinoma of the Retina: Report of a Case, 
with Pathological Observations. Arch. Ophth., 
1934, 12: 359. 


Metastatic cancer of the retina was described in 
1926 by Satter who claimed that his case was the 
only one on record in which the optic nerve and 
retina were involved. His description indicates that 
the case was one of metastasis to the head of the 
optic nerve with secondary spread to the retina. 

The case reported in this article by Smoleroff and 
Agatston was one of metastasis of a gastro-cesophag- 
eal cancer into the retina proper, not involving the 
optic nerve, its sheath, or any other portion of the 


globe. No symptoms referable to the eyes had been 
noted. The eye was removed at autopsy. On sec- 
tion, the globe presented in the temporal portion a 
uniform, white, solid-looking mass which elevated 
the retina. 

Microscopic examination showed that the central 
tumor mass had originated froni the retina and ex- 
tended to the lamina vitrea, destroying the pig- 
mented epithelium, but had at no place invaded 
the choroid. Scattered throughout the subretinal 
exudate there were single tumor cells and small 
clumps, some lying free and others bordering on 
Bruch’s membrane. The origin of the tumor was 
found to be the nerve-fiber layer, where one group of 
cells appeared to spring from the wall of a blood 
vessel. 

In 1931, Goldstein and Wexler obtained histolog- 
ical proof of the transmission of cancer cells by the 
blood stream by finding a blood vessel in the sub- 
dural space laden with cancer cells. In the authors’ 
case tumor cells were found in several of the blood 
vessels and perivascular lymphatics of involved 
organs. Therefore the retinal metastasis. probably 
occurred as the result of the passage of a tumor 
embolus through the central branch of the ophthal- 
mic artery and its lodgment in one of the smaller 
arterioles of the nerve fiber layer, instead of by the 
usual route through the ciliary branch into the 
choroid. Epwarp Pratt, M.D. 


EAR 


Rodger, T. R.: Mucopurulent Tubotympanic 
Infections. Brit. M.J., 1934, 2: 544. 


For cases of mucopurulent tubotympanic infection 
the author usually favors the dry treatment. He 
uses intratympanic irrigation or meatal syringing 
only as often as is necessary for the removal of 
débris. After each irrigation the middle ear and 
meatus are completely dried by successive mops 
supplemented by catheterization or Valsalva’s 
method. The meatus is then filled with dry boric 
acid powder or with the powder suspended in al- 
cohol. Rodger does not minimize the help that some 
otologists claim they obtain from intratubal treat- 
ment, but thinks that the center of gravity lies at 
the other end of the eustachian tube and that the 
nasopharynx and its adjacent cavities should be 
explored in every case of tubotympanic infection. 

James C. BrasweE Lt, M.D. 


Kubie, L. S.: Forced Drainage for the Treatment 
of Meningitis Secondary to Ear and Sinus 
Infections. Ann. Otol., Rhinol. & Laryngol., 1934, 
43: 692. 

The author states that, from the ten cases he re- 
views, no conclusions may be drawn with regard to 
the influence that forced drainage may have on the 
mortality of meningitis secondary to ear and sinus 
infections. While individual cases have shown an 
apparently remarkable response to the procedure, it 
is obvious that the results will vary with the virulence 
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of the infection, the extent of the bone involvement, 
the nature of the organisms, the presence or absence 
of blood-stream infection, the general intoxication, 
and the response of all of the organ systems. The 
specific treatment of the meningitis is only one part 
of the treatment. No form of treatment directed 
against the meningitis alone can save life in all cases. 
James C. BRASWELL, M.D. 


NOSE AND SINUSES 


Cooper, K. G.: Plasmocytoma and Rhabdomyoma 
of the Paranasal Sinuses: Pathological and 
Surgical Considerations; Report of Cases. 
Arch. Otolaryngol., 1934, 20: 329. 


The author is of the opinion that solitary plasmo- 
cytomata and multiple myelomata should be classi- 
fied with the malignant lymphomata. He reports 
two cases of solitary plasmocytoma and one case 
of rhabdomyoma of the paranasal sinuses. Of the 
thirty-two plasmocytomata reported in the litera- 
ture to date, the majority were found in the upper 
respiratory tract. 

Operation with postoperative irradiation seems to 
give the best results. James C. BRASWELL, M.D. 


MOUTH 


Perussia, F.: Radiotherapy of Cancer of the Mouth 
(La radioterapia del cancro della bocca). Radiol. 
med., 1934, 21: 921. 


Perussia presents statistical tables which show 
that in cases of cancer limited to the margin and 
dorsum of the anterior part of the tongue, the gums, 
and the lower maxillary bone the results of radio- 
therapy and those of surgery are about the same, 
and in the cases treated by irradiation the mortality 
is lower as there is no operative mortality. In cancer 
of the lips, the palate, and the floor of the mouth the 
results of radiotherapy are considerably better than 
those of surgery. For operable cancers of the cheeks, 
the base of the tongue, and the tonsils, radiotherapy 
is distinctly superior to surgery, whereas for operable 
metastases in the glands of the neck surgery is 
decidedly superior to radiotherapy. 

The limits of cure have been definitely increased 
by radiotherapy. Pfahler says that from 50 to 75 
per cent of cases of cancer of the mouth could be 
cured if thorough radiotherapy could be given in the 
beginning of the disease, but that education of both 
the public and physicians is necessary for early 
diagnosis. In cases without glandular metastases 
the incidence of cure persisting after five years is 
40 per cent, whereas in cases with glandular metas- 
tases it is only 1o per cent. There are, of course, 
cases which cannot be treated even with radio- 
therapy. Among these are cases with severe sepsis, 
cases with phlegmons such as are seen in advanced 
carcinoma of the cheek and the floor of the mouth, 
and cases with far advanced cachexia. 

Biopsy is important as the radiosensitiveness of 
the different types of cancer of the mouth varies 
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greatly. Surgery is to be preferred for small cylin- 
dromata of the palate; carcinomata with very highly 
differentiated cells and slow development which are 
made up chiefly of corneal pearls; and adenocarci- 
nomata. Radiotherapy is to be preferred for lym- 
pho-epitheliomata; carcinomata with less highly 
differentiated cells and numerous and atypical mi- 
toses; and the lymphosarcomata and the sarcomata 
made up of small round cells, which are frequently 
seen in the tonsils. The technique of radiotherapy 
indicated depends on the radiosensitiveness of the 
tumor in the particular case. 

As the majority of cancers of the mouth are 
prickle-celled epitheliomata which are very resistant 
to radiotherapy, they should be given divided doses 
of strongly filtered rays of short wave length. The 
doses should be as large as possible without causing 
injury to the normal tissues. While it is impossible 
to administer a uniform carcinoma dose, the dose of 
from 3,500 to 4,500 r recommended by Coutard may 
usually be given for mucous membrane and skin 
epitheliomata. In cases of very sensitive tumors, 
such as sarcoma of the tonsil, it is not necessary to 
use Coutard’s technique as good results can be 
obtained with ordinary deep roentgen therapy. 
Treatment with a single massive dose of roentgen 
rays is now rarely used in cancer of the mouth 
except for very small carcinoma of the lip. The dose 
of radium is about 1 or 2 mcd. given by intratumoral 
fixation of needles. In many cases the combination 
of external roentgen therapy and intratumoral 
radium therapy has proved very effective. In some 
cases radionecrosis is unavoidable. Of 375 cases 
treated with radium in the period from 1928 to 1933, 
it occurred in 23. The fact that it is most frequent 
after the intratumoral use of radium and in patients 
whose mouths are in poor condition suggests that it 
may be caused by infection. Its incidence is re- 
duced by a careful technique and hygienic care of 
the mouth. Auprey Goss Morean, M.D. 


PHARYNX 


Bailey, C. W.: Modern Surgery in Diphtheria: 
Observations on 6,011 Cases. Arch. Otolaryngol., 
1934, 20: 162. 


The most proximal sites of respiratory obstruction 
encountered in diphtheria are the oropharynx and 
hypopharynx. Cervical oedema appears rapidly and 
often causes complete obstruction of the lower part 
of the pharynx. The only means of real relief in such 
cases is an orderly tracheotomy. 

The next type of obstruction is that of the larynx, 
trachea, and bronchi. Routine inspection of the 
larynx by direct laryngoscopy should be done in 
every case of croupy cough or labored respiration. 
All pseudomembrane should be removed by aspira- 
tion through the laryngoscope. If necessary, a long 
aspirating tube should be passed through the laryn- 
goscope to remove pseudomembrane from the tra- 
chea and bronchi. This is preferable to the use of 
the bronchoscope. During the first twenty-four to 
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thirty-six hours the membrane may require removal 
several times as it often re-forms in from six to 
twelve hours. Although the use of the O’Dwyer 
tube often saves life, it is dangerous and therefore 
undesirable. If intubation is necessary it should be 
performed by the indirect method and should never 
be done until laryngoscopy and aspiration have been 
performed. The tube is usually left in place for five 
days and then removed and left out if possible. 

The third type of respiratory obstruction is diph- 
theritic bronchopneumonia. This is usually associ- 
ated with tracheobronchial diphtheria and is always 
fatal as no effective therapy is known. It is usually 
due to obstruction of the terminal bronchioles from 
liquefaction of the tracheobronchial membrane. 

The relief of “chronic tube cases’ has been a 
serious problem since the invention of the O’Dwyer 
tubes. The essential lesion is a cicatricial stenosis of 
all or part of the larynx. Two methods of treatment 
are available. In the first method a larger caliber 
tube is inserted and left in place for from two to four 
weeks. If, at the end of that time, the tube can be 
left out for two days without recurrence of symp- 
toms, cure usually results. If this method fails, the 
second method, low tracheotomy, should be done 
without delay. The laryngeal tube should be re- 
moved and the patient made to breathe through the 
larynx by gradually plugging the tracheotomy tube. 
After the tube has been completely plugged for 
three or four days and the patient is doing well, the 
tube should be removed and the wound closed. 

Tracheotomy is now necessary comparatively sel- 
dom. It is indicated only in pharyngeal obstruction 
caused by excessive cervical oedema and in a few 
“chronic tube cases.” In acute laryngeal diphtheria 
it is rarely performed, but is a much safer procedure 
than intubation without preliminary laryngoscopy 
and aspiration. It is safer also than leaving the 
intubated patient unprotected at home or far out 
in the country. 

If diphtheria bacilli persist in the throat after 
recovery from diphtheria the tonsils and adenoids 
should be removed. 

A persistently positive nasal discharge should be 
treated by an ephedrine spray and nasal irrigation 
with normal salt solution. If the secretion is still 
positive after ten days of this treatment, the focus 
will usually be found in the accessory sinuses and 
should be drained surgically. A persistently positive 
discharge from the ears should be treated in the 
usual manner, but surgical intervention is usually 
indicated if improvement does not result in from 
three to six weeks. Artuur S. W. Tourorr, M.D. 


NECK 


Maes, U., Boyce, F. F., and McFetridge, E. M.: 
Hyperthyroidism in the Negro, with an Analy- 
sis of Seventy-Three Cases. West. J. Surg., Obst. 
& Gynec., 1934, 42: 456. 


Surgically, the Negro represents a definite prob- 
lem. The mulatto is a very poor surgical risk, while 
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the black Negro is a very safe surgical risk. The 
southern Negro has poor hygienic surroundings, and 
as he is prone to disregard early symptoms, he usu- 
ally presents an advanced pathological condition by 
the time he enters the hospital. 

Goiter in general and toxic goiter in particular is 
relatively rare in the South. In the New Orleans 
Charity Hospital, where the admissions average 
40,000 annually, the authors were able to collect 
only 341 surgical cases of goiter. One hundred and 
forty-eight of the cases of surgical goiter were those 
of Negroes and 73 of the latter were toxic. 

In the Negro, hyperthyroidism is usually second- 
ary to a simple diffuse or colloid goiter. The toxic 
manifestations are less severe, the basal rate is 
lower, and the postoperative reactions are less 
serious than in white persons. 

In the total series of 341 surgical cases of goiter 
cited by the authors the mortality was 7.6 per cent; 
in the cases of white persons it was 5.7 per cent; and 
in the cases of negroes it was 10.9 per cent. The total 
mortality in the cases of males was 17.5 per cent, and 
the total mortality in the cases of females, 6.3 per 
cent. The mortality of colored males was 25 per cent, 
and the mortality of white males, 10 per cent. The 
mortality in the total number of cases of toxic 
thyroid disease was 10.7 per cent; in the cases of 
white persons, 9 per cent; and in the cases of Negroes 
12.3 per cent. 

Although hyperthyroidism is less severe in 
Negroes than in white persons, its mortality is higher 
in the Negro. This is explained by the Negro’s fre- 
quent delay in seeking treatment, cardiovascular 
complications on a thyrotoxic or syphilitic base, the 
greater frequency of toxic goiter in the mulatto who 
is a poor surgical risk, and the greater technical 
difficulty of the operation due to the advanced stage 
of the condition. 

The authors state that the incidence of toxic 
goiter in the Negro is rising. In 1930 the number of 
cases admitted to hospitals was 4 times greater than 
the number admitted during the period from 1927 
to 1930. 

The treatment indicated for Negroes is the same 
as that indicated for white persons, but the Negro 
must be educated to seek treatment earlier. 

Frep S. MopErn, M.D. 


Cattell, R. B.: Eye Complications in Exophthalmic 
Goiter. Ann. Surg., 1934, 100: 284. 


There are 2 general types of ocular complications 
in exophthalmic goiter. Those of the less common 
type are cataract and lenticular opacities due to 
parathyroid insufficiency and tetany following thy- 
roidectomy. Those of the more frequent type are 
related to exophthalmos and its complications. This 
report is based on 4,214 operatively treated cases of 
exophthalmic goiter and primary hyperthyroidism. 
Of 5,883 operations, 16 (0.2 per cent) were followed 
by parathyroid tetany. In 1o cases the tetany was 
acute and transient and no eye complications de- 
veloped. Of the 6 cases in which the tetany was 
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chronic, there were no eye complications in 2, lens 
opacities developed in 2, and frank cataracts were 
formed in 2. In 1 of the cases of lens opacities the 
tetany was fatal, and in the other both eyes were 
ultimately lost from progressive exophthalmos. In 
the 2 cases of frank cataract the first visual signs 
developed after twelve and eighteen months respec- 
tively and the cataracts matured in two and a half 
and three years respectively. 

Exophthalmos is one of the cardinal signs of 
exophthalmic goiter although it occurs also in many 
other conditions. The cause of exophthalmos in 
exophthalmic goiter is still unsettled. The facial 
appearance, simulating fright, suggests a sympa- 
thetic influence, and the rapidity with which the 
exophthalmos frequently disappears suggests a 
nervous rather than an anatomical origin. 

To determine the incidence of exophthalmos in 
exophthalmic goiter the author reviewed the records 
of 800 consecutive cases of the latter condition. 
Exophthalmos was present in 364 (46 per cent) of 
these cases and absent in 421 (52 per cent). In the 
records of 15 (2 per cent) of the cases the presence or 
absence of exophthalmos was not stated. Of the 364 
patients with exophthalmos, 9 had a unilateral and 
13 an asymmetrical exophthalmos. There was no 
relation between the severity of the disease and the 
degree of the exophthalmos, but a definite relation 
was apparent between the duration and degree of 
the proptosis. 

Of the 800 patients, 720 (90 per cent) were 
females. Ten times as many females as males had 
exophthalmos. The age incidence of exophthalmos 
followed the general age incidence of exophthalmic 
goiter. The ages ranged from two years and eleven 
months to seventy-six years. 

Of the 364 cases with exophthalmos, the exoph- 
thalmos was completely relieved in 183 (50.3 per 
cent), improved in 48 (13.2 per cent), and not im- 
proved in 79 (21.7 per cent). In 4 (1.1 per cent) it 
increased. In 50 (13.7 per cent) the outcome as re- 
gards the exophthalmos was not determined. 

Of the 183 cases in which the exophthalmos dis- 
appeared, the cure was complete within a year in 
165. 

In 26 cases, exophthalmos developed after the 
operation. In ro of these the toxicity persisted or 
recurred; in 12, the basal metabolic rate was normal; 
and in 4, myxoedema supervened. The myxoedema 
was relieved by the administration of thyroid ex- 
tract. 

Of the 4 patients whose exophthalmos increased 
after operation, 2 were relieved of the hypertay- 
roidism and 2 remained toxic. 

A number of procedures have been advocated for 
the treatment of extreme exophthalmos. Cervical 
sympathectomy and plastic operations performed 
on the external canthus have been of little benefit. 
Naffziger has developed an intracranial operation 
in which the roof of the orbit and the inner margin 
of the foramen opticum are removed. 

S. Mopern, M.D. 
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Roussy, G., Huguenin, R., and Welti, H.: The 
Histological Structure of the Thyroid Remain- 
ing After Cure of Basedow’s Disease by Sub- 
total Thyroidectomy (Structure histologique de la 
thyroide restante aprés guérison de la maladie de 
Basedow par thyroidectomie subtotale). Ann. 
d’anat. path., 1934, 11: 555. 


In two cases of well-developed exophthalmic goiter 
cured by subtotal thyroidectomy the authors were 
able to make a histological examination of tissue 
from the portion of the thyroid gland remaining. In 
one case this examination was made fourteen 
months, and in the other five years, after the 
thyroidectomy. In both cases the second operation 
was performed for the removal of an unsightly scar. 
The case histories are reported in detail. Both 
patients had severe Graves’ disease and both were 
apparently completely cured. In both cases the 
portion of thyroid remaining presented the typical 
microscopic appearance of the hyperplasia seen in 
so-called exophthalmic goiter. Photomicrographs 
made in the first case are shown. 

The authors conclude that the symptoms of 
exophthalmic goiter are due, not to a dysfunction, 
but to the hyperplasia. In support of this con- 
clusion they cite the fact that the amelioration of the 
symptoms under iodine medication occurs con- 
comitantly with a reduction of the hyperplasia. 

Max M. ZINNINGER, M.D. 


Zuppinger, A., and Rohrer, C.: The Clinical As- 
pects and Treatment of Struma Maligna. A 
Report on 101 Cases Treated in the Period 
from 1918 to 1933 (Zur Klinik und Therapie der 
Struma maligna. Bericht ueber ror Faelle von to18— 
1933). Acta radiol., 1934, 1§: 523. 


The authors review 1o1 cases of malignant struma 
which were referred to the Roentgen Institute of the 
University of Zurich for irradiation treatment in a 
period of fifteen years. They state that in the east- 
ern part of Switzerland thyroid sarcoma is almost 
as frequent as thyroid carcinoma and Langhans’ 
struma together. The cases are decidedly unfavor- 
able. Of the patients whose cases are reviewed, 
only 6 could be operated upon radically, and of the 
latter, only 3 have remained free from symptoms 
since the operation. In only 48 of the ror cases 
was it possible to complete the treatment. In the 
others only palliative treatment could be attempted. 

A comparison of the different methods of treat- 
ment used shows that operation with postoperative 
irradiation gave no better results than irradiation 
alone even though in the cases treated with irradia- 
tion alone the prognosis was less favorable than in 
the cases treated surgically. Irradiation with frac- 
tional doses over an extended period yielded con- 
siderably better results than the method used in 
the beginning as it rendered complete treatment 
possible in a considerably greater number of cases. 
In some cases in which the condition was far ad- 
vanced it resulted in freedom from symptoms, but 
the length of time that has elapsed since the treat- 
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ment is still too short to permit the assumption that 
a permanent cure has been obtained. 


Van Poole, G. McD.: Tuberculosis of the Larynx. 
Arch. Otolaryngol., 1934, 20: 152. 


Laryngeal tuberculosis is almost invariably asso- 
ciated with severe chronic pulmonary tuberculosis. 
It is the result of constant contamination of the 
mucous membranes by bacilliferous sputum. As a 
rule the more severe the pulmonary disease, the 
more severe the laryngeal disease. Manasse dis- 
tinguishes the following stages of laryngeal involve- 
ment: (1) infiltration, (2) ulceration, (3) perichon- 
dritis and (4) tumor formation. Of these, ulceration 
is the most common and the most distressing. The 
ulcers appear to occur most frequently on the vocal 
cords and especially on the vocal processes. The 
lesions usually spread to the ventricular bands, 
arytenoids, and the base of the epiglottis. In a 
downward direction, they spread to the trachea and 
large bronchi. 

The early symptoms of laryngeal tuberculosis are 
those of interference with phonation. Hoarseness, a 
change of the pitch of the voice, “‘scratching” of the 
throat, and a paroxysnal unproductive cough are 
common. Later symptoms are pain on phonation or 
deglutition, reflex otalgia, and the peculiar sibilant 
whisper which is the unmistakable sign of the dis- 
ease. In severe cases, excruciating pain on swallow- 
ing, severe dyspnoea, and air hunger often occur. In 
the late stages labored respiration and asphyxia 
usually supervene as the result of stenosis of the 


finer bronchioles with atelectasis of large areas of 
the lungs. 

This report is based on a study of 304 cases of 
laryngeal tuberculosis in males and 136 cases in 
females which were observed during a period of five 
years. The former constituted 25.1 per cent of a 
series of 304 cases, and the latter 19.2 per cent of a 
series of 136 cases of pulmonary tuberculosis. The 
total number (440 cases) constituted 22.9 per cent 
of the total series of 1,914 cases of pulmonary 
tuberculosis. 

The first principle of treatment is the establish- 
ment of adequate therapy for the pulmonary lesion. 
Of 128 cases treated by pneumothorax during the 
preceding year at the author’s institution, active 
laryngeal involvement was found in only 4. Before 
treatment by pneumothorax had been begun in 
these 128 cases, laryngeal tuberculosis was present 
in 33. The cardinal principle of local treatment is 
vocal rest. Among the various palliatives employed 
for the relief of pain and dysphagia are cocaine 
hydrochloride, ethyl amino-benzoate lozenges, and 
ice chips. The injection of 85 per cent alcohol into 
one or both supralaryngeal nerves is practiced ex- 
tensively in refractory cases. In the majority of 
cases electrocauterization is by far the most satis- 
factory local measure. By this method, vasculariza- 
tion of the lesion and fibroplastic replacement are 
promoted. In cases which are unsuited for cautery 
palliation, every possible procedure that gives prom- 
ise of relief should be employed. 

Artuur S. W. Tourorr, M.D. 
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SURGERY OF THE 


BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Russell, W. R.: The After-Effects of Head Injury. 
Edinburgh M. J., 1934, 41: 129. 


This article reports the findings in 200 cases of 
head injury in which a follow-up examination was 
made on an average of eighteen months after the 
acute stage. All of the observations were made by 
the author who had studied each case during the 
acute stage of the illness. 

As the incidence of after-effects was found to be 
highest in the older patients, Russell concludes that 
age is the most important single factor to be consid- 
ered in estimating the prospects of recovery. 

The most common post-concussion symptoms 
were: (1) headache, (2) dizziness, (3) loss of memory 
or mental ability, (4) nervousness, (5) disturbances 
of behavior or personality, and (6) sleeplessness. 

One of the most astonishing findings of the au- 
thor’s study was that 3.5 per cent of persons suf- 
fering from post-concussion disturbances develop 
epilepsy. 

The relationship between the severity of the in- 
jury and the duration of incapacity was fairly well 
indicated by the duration of the complete loss of 
consciousness. 

The patients who sought financial compensation 
were much slower to return to active work than the 
others. 

The author concludes that the presence or ab- 
sence of a demonstrable fracture of the skull is of 
little importance in the estimation of the severity 
of the injury. 

The treatment employed for the post-concussion 
syndromes is described. R. GLeNn Spurtine, M.D. 


Puech, P., and Stuhl, L.: Adenomata of the Hy- 
pophysis. Roentgenological Appearance of the 
Sella Turcica (Adénomes de l’hypophyse: aspects 
radiologiques schématiques de la selle turcique). 
Presse méd., Par., 1934, 42: 1131. 


Two special examinations, namely, ocular and 
roentgenological, are essential for the early diagnosis 
of tumors of the hypophysis. 

An adenoma of the hypophysis passes through 
two anatomical phases, one within and the other 
outside of the sella turcica. During the first phase 
the tumor may remain for a long time microscopic. 
There is no change in the sella and, when the 
adenoma is of the acidophile variety, the condition 
is manifested only by an acromegalic syndrome. 
With an increase in the size of the tumor, the sella 
becomes distended and the adenoma pushes upward 
to become suprasellar or downward to become infra- 
sellar and invade the sphenoid fossa. 
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In spite of the variations in the shape of the normal 
sella, experience has shown that a certain roent- 
genological appearance of the sella is associated 
with each variety of adenoma. In cases of chromo- 
phobe tumor the sella turcica is distended in all 
diameters and the clinoid processes are thinned. 
There are no bony hypertrophies such as are asso- 
ciated with acromegaly. On the contrary, the walls 
of the sella are atrophic. 

In cases of acidophilic adenoma the appearance 
of the sella is quite different. To distention which 
occurs chiefly in the vertical diameter are added 
hypertrophy and elongation of the clinoid processes. 
Particularly the anterior process is prominent. 

Tumors of the posterior cranial fossa may be con- 
fused with hypophyseal tumors because occasionally 
they cause an acromegalic syndrome. However, the 
syndrome develops late, several years after the 
symptoms of intracranial tumor. Moreover, the de- 
formity consists of destruction of the quadrilateral 
plate (clivus) of the sphenoid. In doubtful cases 
ventriculography clears up the diagnosis. Particu- 
larly difficult to distinguish from hypophyseal tu- 
mors is retrochiasmatic arachnoiditis. In this condi- 
tion the sella is normal. 

The roentgenographic images are of some aid in 
foreseeing the operative difficulties that may be en- 
countered in cases of acromegalic acidophile 
adenoma. ‘These difficulties are caused by the 
hypertrophied clinoid processes. 

The article contains twenty-one illustrations. 

ALBERT De Groat, M.D. 


Adson, A. W.: Operability of Brain Tumors. Ann. 
Surg., 1934, 100: 241. 

Many physicians still hold the opinion that all 
cases of brain tumor are hopeless. While many brain 
tumors are inoperable because of a malignant struc- 
ture or inaccessibility, a fair group can be removed 
completely and a larger group can be removed sub- 
totally or by the intracapsular method. The in- 
creased intracranial pressure produced by the in- 
operable tumor is frequently relieved by suitable 
decompressions. The interval of relief is often in- 
creased by the aid of radiotherapy. Surgical treat- 
ment of brain tumors is not a hopeless and worthless 
procedure. 

Until the last two or three decades, most general 
surgeons were more concerned with the technique 
of craniotomy than with the problems of the treat- 
ment of tumors. This fact was responsible for the 
development of the new surgical specialty known as 
“neurosurgery.” The neurosurgeon is qualified to 
evaluate clinical, neurological, and laboratory find- 
ings and to execute the accepted modern surgical 
procedures in the treatment of tumors of the brain. 
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In order to evaluate the operability of brain tu- 
mors, Adson reviewed a series of 220 consecutive 
cases of brain tumor operated on at the Mayo 
Clinic in the eighteen months from April, 1931, to 
September, 1933. The tumor was removed com- 
pletely in 19 and subtotally in 109. The latter in- 
cluded 32 cases of pituitary tumor and 19 of neuri- 
noma of the acoustic nerve. 

Many surgeons have changed the anesthetic em- 
ployed from time to time. Adson has always re- 
turned to the use of ether as he has learned that 
drop ether inhalation can be employed with safety 
and without causing a rise in the blood pressure 
if the ether administered on an open mask held over 
a Magill tube which has been introduced through 
the nose or mouth into the trachea. The intra- 
tracheal tube is inserted after the patient has been 
anesthetized with ethylene or ether and prior to 
preparation of the surgical field. 

The surgical field, which does not always include 
the entire head, is shaved and then cleansed with 
soap and water and solutions of ether and alcohol 
preliminary to the application of 2 coats of a 1:1,000 
alcoholic solution of merthiolate. The wound is 
further protected by suturing a sheet of sterilized 
rubber dam about the proposed surgical field. The 
rubber dam is of sufficient size to extend from the 
head over the instrument table. 

In the closure of the wound the best results are 
obtained by careful approximation of the bone flap, 
periosteum, muscles, fascia, galea, and skin by in- 
terrupted silk sutures. Burr openings are filled with 
bone dust which has been made into pledgets by 
wrapping animal membrane about ground bone ob- 
tained at the time of the opening. Drains are rarely 
used. 

Most surgeons prefer to complete the operation 
in 1 stage and, if necessary, resort to blood trans- 
fusion during the operation. In emergency, a solu- 
tion of acacia may be substituted for blood. 

Surgically, tumors of the brain are classified into 
2 large groups, the one including encapsulated and 
accessible infiltrating tumors, and the other, diffuse 
infiltrating and inaccessible tumors. The encap- 
sulated accessible tumor is removed by surgery most 
easily, but the infiltrating tumor, when situated in 
a silent area, can also be removed by including the 
brain about it. Radical resections of diffuse infiltrat- 
ing tumors are avoided if removal of the tumor may 
result in hemiplegia. -Adson prefers to obtain a 
shorter period of relief with preservation of more 
normal function than an extended, indefinite period 
of relief with the possibility of spastic hemiplegia. 


SPINAL CORD AND ITS COVERINGS 


Stern, E. L.: The Relief of Intractable Pain by the 
Intraspinal Injection of Alcohol. Am. J. Surg., 
1934, 25: 217. 

This article is based on fifty intraspinal subarach- 
noid injections of 95 per cent alcohol for the relief of 
excruciating pain of a chronic nature. Twenty-six of 


the injections were given in nineteen cases of car- 
cinoma. 

The specific gravity of 95 per cent alcohol is from 
0.806 to 0.810 as compared with the specific graviiy 
of cerebrospinal fluid which is 1.007. As alcohol will 
float upon cerebrospinal fluid its spread can be 
limited to the desired segment by having the patient 
flex the spine laterally. The level of the injection is 
determined from a consideration of the somatic and 
sympathetic pathways involved in the particular 
case. The patient must be placed in the correct 
position with the center of the area to be affected by 
the alcohol uppermost in the horizontal level. This 
position may be attained by flexing the patient over 
pillows with the head always lower than the part of 
the spine to be injected. A fine lumbar puncture 
needle should be used and a free flow of clear cere- 
brospinal fluid obtained. Between 4 and 16 minims 
of sterile 95 per cent alcohol with a specific gravity 

low 0.816 are injected slowly with a tuberculin 
syringe. The dose depends upon the location of the 
injection and the effect desired. From three to four 
minutes should be taken to inject the alcohol without 
barbitage or the injection of air. The patient should 
retain the same position for at least ten minutes 
after the injection and then be placed flat in bed for 
two hours with the foot of the bed elevated from 4 to 
8 in. He should not sit up for four hours after the 
injection and should remain in bed twenty-four 
hours. The injection may be repeated after five or 
six days if the pain continues or if it is necessary to 
inject the other side in cases of bilateral pain. The 
puncture should never be made above the first 
thoracic vertebra. The maximum amount of alcohol 
injected between the first and second thoracic 
vertebra should not exceed 8 minims. It must be 
remembered that the pain may persist for as long as 
two weeks after the injection. 

The author believes that the intraspinal injection 
of alcohol is practical and safe when it is done 
properly. It usually relieves intractable pain. It 
may cause only partial anesthesia and does not 
paralyze muscles. Ropert ZOLLINGER, M.D. 


Ley, A.: The Surgical Treatment of Syringomyelia 
(Le tratamiento quirdrgico de la siringomielia). 
Rev. de cirug. de Barcelona, 1934, 4: 161. 


The author reports four cases of myelopathic 
cavities with the syringomyelic syndrome which 
were operated upon by the Elsberg-Puusepp method. 
The first two were observed by him at Puusepp’s 
clinic in Dorpat, Esthonia and were reported in 
Puusepp’s “Surgical Neuropathology” published in 
1933. The last two were operated upon by Gardner 
of Cleveland. 

Ley has collected from the literature eighty-eight 
cases of intramedullary cavities in which the Elsberg- 
Puusepp operation was performed. He analyzes 
them statistically, draws general conclusions from 
the results, and discusses the trends of opinion as to 
the comparative efficiency of surgical and X-ray 
treatment. 
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The results of operation vary markedly and are 
sometimes paradoxical. This is explained by the 
differences in the causes and pathological character- 
istics of the cavities. Further pathological knowl- 
edge is needed for the differential diagnosis of the 
myelopathies characterized clinically by the syringo- 
myelic syndrome. Of the cases reviewed, 70 per cent 
showed improvement, 13 per cent no improvement, 
and 17 per cent aggravation of the condition six 
months after the operation. In the cases of aggrava- 
tion there were three deaths. The corresponding 
percentages for the late results, which were reported 
in only 17 cases, were 64.7, 11.8, and 23.5 per cent. 
The unfavorable results increased with the passage 
of time. The previous duration of the disease had 
only a slight effect on the immediate results, but a 
marked effect on the late results. The symptoms 
most amenable to surgical treatment are the sensory 
and trophic disturbances, pain, and the signs of 
compression of large nerve tracts. Pareses of the 
peripheral type and muscular atrophy are seldom 
relieved. 

Ley believes that in cases of the syringomyelic 
syndrome in which the diagnosis is made with cer- 
tainty, treatment should be guided by the hydro- 
dynamic conditions of the cerebrospinal fluid. If 
spinal block, even partial, is present, laminectomy 
should be done and the lesion adequately treated. 
If a cavity is found, it should be drained. If there 
is no block, irradiation therapy should be tried and 
its effects carefully noted. If there is the slightest 
aggravation of the symptoms, if spinal block appears, 
or if the patient does not show improvement in a 
reasonable time, surgical treatment should be under- 
taken. In grave, advanced, or rapidly progressive 
cases, especially those with marked trophic changes, 
surgical intervention should not be delayed unless 
irradiation produces marked improvement within a 
short period of time. No single sign is of special 
value in the prognosis. The Elsberg-Puusepp opera- 
tion has resulted beneficially in about two-thirds of 
cases of less than four years’ duration. In about 
one-fourth of such cases its results have been un- 
favorable. In cases of more than four years’ duration 
the number of cases in which the condition was made 
worse by the operation rises to more than 50 per 
cent. However, it must be remembered that in cases 
of such long duration irradiation therapy is com- 
pletely ineffective. 

The eighty-eight cases treated surgically are sum- 
marized in a table. The article has illustrations and 
an extensive bibliography. M. E. Morse, M.D. 
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PERIPHERAL NERVES 


Bergstrand, H.: A Malignant Tumor of the Left 
Tibial Nerve. Am. J. Cancer, 1934, 21; 588. 


The author reports a case of malignant tumor of 
the left tibial nerve associated with multiple pul- 
monary tumors. The patient, a man thirty-one 
years of age, first noted pain over the distribution 
of the tibial nerve. This was followed in six months 
by a palpable tumor in the left popliteal fossa. 
Eighteen months after the onset of the pain there 
was paresis of the flexor muscles of the toes, and 
twenty-two months after the onset symptoms of pul- 
monary and cerebral lesions app2.ired and were fol- 
lowed by death. 

Autopsy did not include examination of the head. 
It revealed a fusiform enlargement of the left tibial 
nerve 5 or 6 cm. below the branching of the peroneal 
nerve and multiple tumors in both lungs and pleural 
cavities. 

On gross examination the tumor of the nerve was 
found to be grayish-white and fairly soft. The cut 
surface presented yellowish areas and a few small 
hemorrhages. The nerve trunk could not be dis- 
tinguished. Microscopic examination showed that 
the tumor had forced the nerve trunks apart. The 
myelin sheaths had disappeared to a marked degree. 
The tumor consisted largely of vessels and inter- 
stices filled with fat-loaded xanthoma-like cells. 
The vessel walls were composed of a thin layer of 
endothelium surrounded by loose nucleated connec- 
tive tissue which in turn was surrounded by a thick 
layer of hyaline connective tissue. The residue con- 
sisted of empty nerve fibers exhibiting a prolifera- 
tion of the Schwann cells. These proliferating 
sheaths of cells were characteristically split by mem- 
branes of connective tissue. Proliferations of the 
neurilemma strongly suggested those of a neuroma. 
The hemangioma infiltrated the surrounding mus- 
cles as well as the nerve trunk. 

The growths in the lungs were composed of cells 
with closely lying oval or slightly elongated nuclei 
arranged in rosettes. The cell clusters were sepa- 
rated by connective tissue carrying capillaries. 

As the tumor in the popliteal space was the first 
to cause symptoms, the author believes that this 
tumor was primary. The cells of the pulmonary 
growths showed no characteristics indicating that 
they were derived from vascular tissue. Bergstrand 
therefore suggests that the proliferation of the cells 
of the sheath of Schwann was the source of the pul- 
monary metastases. O.} W. Jones, Jr., M.D. 
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SURGERY OF THE CHEST 


CHEST WALL AND BREAST 


Tassi, D.: Acute Purulent Mastitis During Lacta- 
tion (La mastite purulenta acuta da allattamento). 
Riv. ital. di ginec., 1934, 16: 428. 

The author reports twenty cases of acute purulent 
mastitis occurring during lactation. He describes 
the bacteriological and pathological findings and the 
treatment. Fifteen of the patients were primipare. 
The principal bacteria found were staphylococci and 
streptococci, but other organisms were also present. 
For cosmetic reasons, the incision for drainage was 
usually made at the edge of the breast. Cure resulted 
in all of the cases. The duration of the infection 
ranged from eleven to fifty-nine days. 

A. Louts Rost, M.D. 


Moulonguet-Doléris, P.: The Diagnosis of Cancer 
of the Breast (Diagnostic du cancer du sein). 
Gynécologie, 1934, 33: 325. 

In its early stages cancer of the breast may 
simulate a number of conditions, notable among 
which are: 

1. Necrosis of cysts of the premammary fat. 
This is usually the result of autolysis of the fat from 
trauma, but occasionally it occurs in large and 
pendulous breasts in the absence of a history of 
trauma. It is characterized by ecchymosis dating as 
a rule from a recent injury. The lesion is superficial, 
but an exploratory incision is often necessary to 
establish this fact with certainty. 

2. Chronic infectious mastitis. As this is often 
present at the menopausal age it creates a difficult 
diagnostic problem. However, there is frequently a 
history of antecedent acute infection which is of aid. 
A diagnostic incision should be made when there 
is doubt as to the nature of the condition. 

3. Syphilis and tuberculosis. 

4. Isolated cysts. These are formed very in- 
sidiously and are usually situated in the center of 
the breast. Exploratory puncture is a comparatively 
simple procedure of great diagnostic value. 

5. Mammary engorgement occurring in nervous 
and tuberculous women. Sometimes an incision 
must be made for inspection and microscopic 
section. 

6. Generalized dystrophy (Reclus’ disease), which 
is often bilateral and disseminated throughout the 
whole gland structure. 

The localization of the cancer, as when the lesion 
involves the axillary prolongation or is at the 
periphery of the gland and firmly fixed to the chest 
wall, may also lead to error. 

The ulcerative types, particularly Paget’s disease 
of the nipple, should be recognized early but are fre- 
quently mistaken for chronic eczema. 


. Bleeding from the nipple may be due to benign 
papillomatous tumors. Therefore it does not 
necessarily indicate that a tumor mass is malignant. 

Apparently adenomatous tumors of the breast in 
women over forty years of age should be looked upon 
with great suspicion as they are usually malignant. 

Roentgenography and transillumination of the 
breast offer little help in the diagnosis. 

The authors believe that incision and examination 
of the suspected area by the naked eye is of the 
greatest value. The surgeon should be ready to doa 
complete operation if malignancy is found. A 
microscopic examination should also be made. The 
authors are of the opinion that by a combination of 
the two methods and with early diagnosis it is 
possible to cure most cases of cancer of the breast. 

Marsu W. Poote, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Pottenger, F. M.: Non-Operative Versus Operative 
Measures in the Treatment of Pulmonary 
Tuberculosis. Am. J. M. Sc., 1934, 188: 169. 


According to the author the following types of 
pulmonary tuberculosis will heal fairly regularly 
without operative assistance: 

1. Early limited lesions of either the proliferative 
or the exudative type. 

2. More extensive proliferative lesions involving 
one or both lungs which have not formed extensive 
metastases or destructive processes with multiple 
cavitations. While small cavities of this type may 
be expected to heal as a rule without surgical 
measures, the healing of large ones without operative 
aid is more doubtful especially when the cavities are 
multiple. Whether or not such lesions will heal de- 
pends to a considerable degree on the extent of the 
injury which has been done to the lung tissue and the 
ease with which the necessary compensatory changes 
between the lung volume and the intrathoracic space 
may be made. 

3. Exudative lesions more extensive than those of 
Group 1, with or without cavity formation, provided 
the non-infected lung tissue can take on the required 
emphysematous changes and the mediastinum is free 
to shift if its shifting is required by the compensation 
necessary and provided other limiting structures are 
able to accommodate themselves to the reduced lung 
volume. The early formation of a cavity in exuda- 
tive tuberculosis will not prevent healing unless the 
cavity is held open by pleural adhesions and a fixed 
mediastinum or is so located that it cannot close. 

4. Exudative lesions which are accompanied by 
extensive atelectasis. These will usually heal even 
when they are accompanied by a high temperature 
which requires several months to reach normal. 
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According to the purely scientific viewpoint, there 
are practically no early cases that regularly require 
operative assistance. However, in cases of more ad- 
vanced disease there are several types of lesion which 
cannot be depended upon to heal without operative 
aid. Among these are: 

1. Comparatively small lesions with a cavity 
which is held open by pleural adhesions and is pre- 
vented from closing because the unaffected lung 
tissue is not able to make the necessary compensa- 
tory changes. Examples of such are apical or sub- 
apical cavities covered by a pleural cap, especially 
those associated with fixation of the upper me- 
diastinum. 

2. Active lesions which continue to form metas- 
tases unduly long in spite of carefully followed 
non-operative treatment. 

3. Lesions in which a destructive process is 
seriously threatening cavity formation. When 
cavity formation threatens during the course of 
chronic tuberculosis it should be prevented by 
collapse if possible. 

4. Lesions which are prevented from healing by 
mechanical hindrances. These include small cavi- 
ties situated so that their walls cannot collapse, such 
as cavities in the apex covered with a pleural cap; 
small cavities in dense scar tissue situated in any 
part of the lung; small cavities near the hilum or 
diaphragm; extensive infiltration, with or without 
cavity formation, in which the tissues are put under 
marked tension and the compensation necessary for 
healing cannot be made readily; large cavities with 
thick fibrous walls; and cavities in a greatly con- 
tracted lung with displacement of the mediastinum 
in which further compensation cannot be made. 

Pottenger says that while, according to his ex- 
perience, this grouping separates the cases which may 
be expected to heal under treatment by non-operative 
measures from those which require operative as- 
sistance, it does not represent the manner in which 
tuberculous patients are generally treated because 
operative measures are frequently found necessary 
to meet the exigencies under which the treatment is 
carried out. Fart O. Latimer, M.D. 


Wood, H. G.: Cystic Disease of the Lungs. J. Am. 
M. Ass., 1934, 103: 815. 


Congenital cystic degeneration of the lungs is an 
uncommon disease, but occurs much more frequently 
than has been suspected. Wood reports sixteen 
cases. He states that with modern diagnostic 
methods a roentgenological diagnosis should be 
made in a high percentage of cases. The greatest 
potential danger associated with the condition is 
secondary pulmonary infection. In cases in which 
there is a bronchial communication an attempt 
should be made to produce complete occlusion as 
such a communication favors advance of the disease. 
In some cases complete extirpation of fluid-contain- 
ing cysts has given excellent results. A number of 
patients who had infected cysts with bronchial com- 
munications were greatly benefited by bronchoscopic 
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aspiration followed by the injection of iodized poppy- 
seed oil. This treatment should be considered for all 
such cases. Diffuse, bilateral cystic degeneration of 
the so-called honeycomb type is not benefited by any 
form of treatment. 


Heuer, G. J.: The Development of Lobectomy and 
Pneumectomy in Man. J. Thoracic Surg., 1934, 
3: 560. 

Rolandus in 1499 and Tulpius in 1624 performed 
lobectomies in cases in which the lung herniated 
through wounds in the thoracic wall. Between 1836 
and 1880, similar operations were performed by 
Forde, Hale, Grinnell, and Richards. 

The year 1880 marked the beginning of scientific 
experimental work on lobectomy and pneumectomy. 
Gluck, Block, and Schmidt began the work on dogs 
and rabbits. At first they operated without an 
aseptic technique, with disastrous results. Biondi 
in 1882, working first on normal animals and later 
on animals with lungs infected with tubercle bacilli, 
was more successful. 

These early experiments were quickly followed by 
the contributions of Murphy (1898), ‘Tiegel (1907), 
Friedrick (1907), Robinson (1908), Halsted (1909), 
Willy Meyer (1909), Robinson and Sauerbruch 
(1909), Mollgaard and Rovsing (1910), Schlesinger 
(1911), Garré (1912), Schepelmann (1913), Hen- 
schen (1914), Giertz (1914), and Kawamura (1914). 
As the result of their work negative-pressure anes- 
thesia was supplanted by positive pressure anas- 
thesia; the high incidence of pleural infection was 
lowered by the application of the principles of asep- 
sis; successful methods of treating the bronchial 
stump were developed; alterations in the pulse and 
heart action after pneumonectomy were investigat- 
ed; and the obliteration of the empty pleural cavity 
was found to occur through expansion of the remain- 
ing lung tissue. One investigator reported a true 
compensatory hypertrophy of the remaining lung 

Among later workers in this field were Cave, 
Dunn, Holman, Reichert, Rienhoff, Andrus, and 
the author. In the period from 1914 to 1923 new 
and more successful methods for closing the bron- 
chial stump were developed. It was found that the 
main pulmonary vessels could be ligated with little 
or no alteration in the pulse and blood pressure and 
only a temporary change in respiration; that undue 
traction upon the lung during pneumonectomy 
caused marked irregularity in the cardiac action; 
that, in the dog, pleural effusion did not occur if 
infection was prevented; that the large intrapleural 
cavity left after pneumonectomy was rapidly obliter- 
ated; and that the compensatory enlargement of 
the remaining lung is not a hyperplasia but a simple 
expansion due largely to dilatation of the atria and 
the air sacs; other findings of importance were that 
pneumonectomy will not seriously affect the prob- 
able duration of life; that it is followed by definite 
changes in the alveolar gases and in the blood gases 
together with a temporary increase in the red blood 
cells and the hemoglobin to increase the oxygen- 
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carrying capacity of the blood; and an increase 
occurs in the blood flow and pulse volume to com- 
pensate for the temporary decrease in the total lung 
volume. 

After such encouraging experimental findings sur- 
geons began a deliberate attack upon the lung of 
man. However, while the experimentors were per- 
fecting an ideal operation on the normal animal, the 
surgeons, operating on man, were confronted with 
problems presented by disease of the lung which 
gave rise to a prohibitive mortality or serious com- 
plications. These problems led to the development 
of the multiple-stage operations, by, among others, 
Ballon, Singer, and Graham. 

As the result of the extraordinary interest in 
lobectomy and pneumonectomy in recent years new 
methods of procedure in both the one-stage and the 
multiple-stage operation have been developed. In 
the treatment of tumors of the bronchi and lungs 
by lobectomy or pneumonectomy the one-stage 
operation has become the operation of choice, 
whereas for the treatment of bronchiectosis the 
multiple-stage procedure is considered to be safer. 

An attempt to visualize future progress in this 
field is hazardous. The trend will inevitably be 
toward the one-stage operation for bronchiectasis as 
well as for tumors. Accordingly there is need for 
further study of bronchiectasis to establish new 
indications for operative therapy. 

J. Dantet Wittems, M.D. 


HEART AND PERICARDIUM 


Cuadrado, F.: Wounds of the Heart (Contribucién al 
estudio de las heridas del coraz6n). Rev. de cirug. de 
Barcelona, 1934, 4: 65. 


Wounds of the heart involve the right and left 
ventricles with about equal frequency. Wounds 
of the auricles are more apt to cause dangerous 
hemorrhage than wounds of the ventricles. Unless 
the coronary arteries are divided, wounds of the 
interventricular septum are not so dangerous as 
wounds opening the cavities. Gunshot wounds are 
more dangerous than incised wounds, and stab 
wounds much more dangerous than needle punctures. 

The results of wounds of the heart vary from in- 
stant death to disability so slight that the injured 
person continues to walk about. The clinical picture 
of serious wounds is characterized by precordial pain, 
pallor, shock, marked dyspnoea, rapid shallow 
respiration, cyanosis, a fall in the blood pressure, and 
a weak, rapid, irregular, and sometimes imper- 
ceptible pulse. Frequently there is collapse and 
sometimes loss of consciousness. Bleeding may or 
may not occur from the wound. 

Hemopericardium is suggested by an increased 
area of cardiac dullness, soft distant heart sounds, 
cyanosis, blueness of the lips, and marked dyspnoea. 
X-ray examination will establish the diagnosis. 

Aspiration of the pericardium to relieve pressure 
on the heart may prolong life until the heart can be 
exposed and sutured. In cardiorrhaphy a horseshoe- 


shaped flap including the fourth, fifth, and sixth 
ribs and cartilages and hinged on the lateral side is 
made. The pericardium is opened, clots are removed, 
and the wound in the heart is closed by interrupted 
sutures of fine silk with care to avoid the coronary 
vessels. 

The author reports in detail a case in which both 
ventricles and the interventricular septum were 
pierce] by a stab wound and injury of the left 
pleural cavity and lung produced hemothorax and 
pneumothorax on the left side. The patient lived 
sixty-eight hours after cardiorrhaphy and died of 
bronchopneumonia in both lungs. Autopsy showed 
that the wounds of the heart had been closed satis- 
factorily and there had been no_ postoperative 
haemorrhage. R. MEEKER, M.D. 


MISCELLANEOUS 


Coletti, D. A.: Traumatic Laceration of the 
Diaphragm. Hernia of the Stomach and 
Spleen (Lacerazione traumatica del diaframma. 
Ernia dello stomaco e della milza). Arch. ital. de 
chir., 1934, 38: 441. 

The case reported was that of a man thirty-two 
years of age who was hurled a long distance in an 
automobile accident. He was unable to call for help 
and was not discovered until some hours later. On 
examination, the upper part of the abdomen was 
found distended and there was intense pain in the 
epigastrium. The base of the thorax was widened 
and the sternum pushed forward, the intercostal 
spaces being increased in width, more on the left 
than on the right side. The patient suffered from 
intense dyspnoea and showed slight cyanosis. 
Respiration was short, superficial, and of the upper 
costal type. The picture suggested rupture of the 
diaphragm. 

Laparotomy disclosed a long laceration in the left 
side of the diaphragm with herniation of the stomach 
and spleen into the thoracic cavity. The stomach, 
which was enormously distended, was partially re- 
duced though its reduction was very difficult on 
account of the negative pressure in the thorax. The 
spleen was reduced to its normal position. Suture 
of the wound in the diaphragm, which was closed by 
the fundus of the stomach, was impossible. The 
patient died about nine hours after the operation. 

This was not a true hernia as there was no sac. In 
traumatic laceration of the diaphragm the per- 
itoneum and the diaphragmatic pleura are generally 
torn also. During the war many cases of traumatic 
diaphragmatic hernia were diagnosed by roentgen 
examination. Unlike congenital diaphragmatic 
hernie which, for embryological reasons, generally 
occur at weak points in the diaphragm, traumatic 
hernia may occur anywhere. However, the latter 
are more frequent on the left side than on the right 
side, probably because the liver and its ligaments 
provide a natural support and protection for the 
right side of the diaphragm. 

Auprey Goss Morcan, M.D. 
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Charbonnel and Darmaillacq: Intercostal Hernia 
of the Large Intestine of Spontaneous Origin 
(Hernie intercostale du gros intestin d’origine 
spontanée). Bordeaux chir., 1934, No. 3, p. 164. 


By the term “intercostal hernia’? the authors 
mean the passage of a portion of the contents of the 
abdominal cavity through an opening in the dia- 
phragm and intercostal muscles. As a rule hernia of 
this type appear a variable length of time after a 
direct injury of the thoracic wall. They usually 
occur in the anterior region of the last intercostal 
spaces on the left side, the liver theoretically pre- 
venting such herniation on the right side. For the 
development of an intercostal hernia after trauma it 
is necessary for the diaphragm and intercostal spaces 
to be injured at the same time. Rise and Alquier 
suggested that the pleural cul-de-sac, frequently 
obliterated by adhesions from pleurisy, may play an 
important rdle in the formation of intercostal 
herniz. 

The intercostal hernia is manifested clinically by a 
soft, reducible tumor which transmits an impulse 
when the subject coughs. It is usually well borne, 
but in some cases the patient complains of vague dull 
pain and digestive symptoms. 

The omentum is incarcerated most frequently and 
the left part of the colon next most frequently. 
Much less common is incarceration of the small 
intestine. Incarceration of the stomach is rare. 

The authors report a case in which there was no 
history of injury and the hernia was on the right 
side. They attribute the herniation in this case to 
pleurisy. They state that for the development of an 
intercostal hernia on the right side two factors are 
necessary: (1) a lowering of the liver which leaves a 
space between the convex surface of that organ and 
the cupola of the diaphragm, and (2) histological 
degeneration of the diaphragm. 

From the case they report they draw the following 
conclusions: 

1. The apparently spontaneous appearance of a 
tumefaction on the right thoracic wall in the absence 
of a history of trauma does not necessarily rule out 
the diagnosis of intercostal hernia. 
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2. The diagnosis is facilitated by roentgenological 
study of the intestinal tract with the aid of an opaque 
medium. 

3. The treatment of intercostal hernia is surgical. 

AARON S. SCHWARTZMAN, M.D. 


Harrington, S. W.: Surgical Treatment in Four- 
teen Cases of Mediastinal or Intrathoracic 
Perineural Fibroblastoma. J. Thoracic Surg., 
1934, 3: 599. 


The clinical symptoms, surgical treatment, his- 
tological findings, and operative results in fourteen 
cases of mediastinal and intrathoracic perineural 
fibroblastoma are summarized and four cases are 
reported in detail. The most important factors in 
the surgical treatment are early recognition of the 
tumor and its immediate surgical removal even if it 
causes few symptoms. The most important indi- 
cation for surgical intervention is the possibility of 
malignant change. Even when these tumors remain 
benign, grave complications may result from pres- 
sure on the surrounding structures, particularly the 
spinal cord, trachea, oesophagus, and lungs. 

The technique of operative removal of these 
growths depends upon the indications in the par- 
ticular case. The posterior approach is used when- 
ever possible and in all cases in which the growth is 
in the posterior mediastinum. When the tumor is in 
the lateral wall the incision is made directly over 
the growth. The tumor should be removed in one 
stage. The attempt should always be made to per- 
form the operation by the extrapleural route, but in 
most of the cases reviewed, a transpleural operation 
was necessary because of adhesions and the site of 
the growth. The surgical risk is greatly increased 
by cardiac lesions. In the cases reviewed there were 
two operative deaths, each of which occurred in a 
case with associated cardiac disease. The one pa- 
tient in the series who had a malignant tumor died 
from recurrence two and a half years after operation. 
The eleven patients who had a benign tumor are 
still completely relieved of their symptoms and free 
from evidence of recurrence, from one to seven and 
a half years after the operation. 


) 
y 
Cc 
n 
c 
y 
ic 
it 
ts 


ABDOMINAL WALL AND PERITONEUM 


Schaer, W.: Late Results of Radical Operation for 
Inguinal Hernia in the Male (Spaetresultate 
nach Radikaloperation des maennlichen Leisten- 
bruches). Deutsche Ztschr. f. Chir., 1934, 243: 96. 


Through the after-care service of the Basel Clinic 
it was possible to trace and collect statistics regard- 
ing 75 per cent of all patients who had been operated 
upon for hernia during the years from 1920 to 1930. 
Altogether, 1,928 patients were re-examined, of 
whom 87 had had an operation for recurrence and 
1,841 a primary operation for hernia. Of the latter, 
255 were operated upon for a direct hernia and 1,586 
for an indirect hernia. There were 83 congenital 
hernia, 15 of which were incarcerated, and 82 
strangulated herniw, 7 of which were recurrent. In 
addition to the operations for hernia, 28 appendec- 
tomies, 41 operations for varicocele, 22 operations 
for spermatocele, and 53 operations for undescended 
testicle were performed. Of the 1,841 cases in which 
a primary operation for hernia was done (in go9 of 
which the operation was unilateral and 932 of which 
it was bilateral), recurrence developed in 56 (3 per 
cent), and of the 87 cases in which operation was 
performed for recurrence of hernia, another recur- 
rence developed in 12 (13.6 per cent). The incidence 
of recurrence was the same after unilateral and 
bilateral operations, indicating that the danger of 
recurrence is not increased by operating on both 
sides. In the 82 cases of incarcerated hernia, in- 
cluding 7 of recurrent hernia, the incidence of 
recurrence was 3.6 per cent. This percentage ap- 
proximated that in cases of uncomplicated hernia 
because incarceration is most apt to occur in herniz 
with a narrow aperture which are anatomically 
favorable types of hernia and because, in the Basel 
Clinic, strangulated hernia are operated upon only 
by experienced surgeons. Of the 83 congenital 
herniw, 15 were incarcerated. The absence of re- 
currence in these cases is attributed to the fact that 
the patients were children and young men, in all of 
whom the fasciz# were well developed. Recurrences 
occurred in 6.2 per cent of the 255 cases of direct 
hernia and in only 2.5 per cent of the 1,586 cases of 
indirect hernia. 

In the Basel Clinic the Bassini and Girard opera- 
tive nethods are used. Other more or less recognized 
methods are employed too seldom to permit their 
statistical evaluation. Of 1,053 cases in which the 
Bassini operation was done, recurrence developed in 
4.4 per cent, whereas of 718 cases in which the Girard 
operation was done, recurrence developed in only 1.1 
per cent. This shows that the Girard operation is far 
superior to the Bassini operation. Healing occurred 
by secondary intention in 110 cases, 5 per cent of the 
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total number. Of 48 cases with deep septic fascial 
suppurations, recurrence developed in only 2 per 
cent. This figure disproves the widely accepted 
theory that suppurations result in a high rate of 
recurrence. In 20 cases of scrotal hematoma the 
incidence of recurrence was 20 per cent. Of 272 
patients with bronchitis or bronchopneumonia, 26 
(10 per cent) developed a recurrence. In the cases of 
postoperative pulmonary infarction and infarction- 
pneumonia recurrence was prevented by the firm 
scar formed as a result of the prolonged bed rest. 
The duration of the bed rest averaged eight and 
three-tenths days. The patients with recurrence 
were out of bed after an average of seven and four- 
tenths days. The author recommends eight days of 
bed rest for the average patient operated upon for 
hernia and from ten to fourteen days of bed rest for 
patients with poor fascia. He states that work 
should not be resumed until from four to five weeks 
after the operation. In the reviewed cases in which 
operation was successful only 30 per cent of the 
patients were constitutionally inferior, whereas in the 
cases with recurrence two-thirds of the patients 
were constitutionally inferior. The danger of 
recurrence increases with age. 

Among the late complications in the cases re- 
viewed was atrophy of the testicle which occurred in 
24 cases. In 6 cases it was attributed to a scrotal 
hematoma; in 2 cases, to division of the spermatic 
cord; in 6 cases, to injury of the spermatic artery; in 
1 case to the Schmieden operation; in 6 cases, to an 
operation for congenital hernia; and in 1 case to a 
simultaneous operation for hydrocele with strangula- 
tion of the spermatic artery. Twenty of the patients 
with testicular atrophy were operated upon by the 
Bassini method and 4 by the method of Girard. 
Postoperative elevation of the testicle occurred in 20 
cases in which the Bassini operation was performed 
and in 1 case each in which the Hackenbruch and 
Girard operations were done. Inguinal neuralgia 
developed in 18 cases. In 16 it followed the Bassini 
operation, and in 2 the Girard operation. There were 
no disturbances of sexual function. 

Of 78 patients operated upon for a first recurrence, 
10 (12 per cent) had another recurrence; of 6 oper- 
ated upon for 2 recurrences, 1 (16.6 per cent) had a 
third recurrence; and of 3 operated upon for 3 re- 
currences, 1 (33% per cent) had a fourth recurrence. 
Among the factors favoring recurrence are the type 
of the hernia, the patient ’s constitution and age, and 
the technique of the operation. In the reviewed 
cases of recurrence a particularly high incidence of 
constitutional inferiority was found. The average 
age of the patients was forty-four years, whereas the 
average age of those subjected to a primary opera- 
tion for hernia was thirty-six years. In the cases of 


second recurrence the average age was fifty years. 
The chief causes of recurrence are changes in the 
anatomy of the inguinal region produced by the first 
operation, a lack of strong normal fasciz, and poor 
circulation. Of the 87 recurrent hernia reviewed, 20 
were direct and 67 indirect. Of the former, 25 per 
cent recurred, while of the latter, only 10 per cent 
recurred. Of 46 cases in which the Bassini operation 
was done, recurrence developed in 7 (15 per cent), 
and of 35 cases in which the Girard operation was 
done, recurrence developed in 2 (5.7 per cent). Of 4 
cases in which the Hackenbruch operation was per- 
formed, recurrence developed in 1 (25 per cent), and 
of 2 cases in which the Gelpke-Penz operation was 
done, recurrence developed in 2 (100 per cent). 

Failures may be divided into 2 groups according to 
their causes. The causes in the first group are the 
patient’s age and constitution, the type and size of 
the hernia, and the anatomical condition of the 
groin. These factors play an important part in re- 
currence. In the second group the causes are errors in 
the determination of the indications, the pre-opera- 
tive preparation, the operative technique, the choice 
of method, and the after-treatment. Failures are 
always due to one or more of these factors. The 
author discusses the individual factors of both 
groups. He agrees with Noetzel that operation for 
inguinal hernia should not be attempted by inex- 
perienced surgeons, and that before any endogenous 
or exogenous factor is blamed for failure the re- 
sponsibility of the surgeon for the unsatisfactory 
result should be ascertained. Of great aid to success- 
ful operation is the Henschen inter-inguinal incision 
which gives access to both sides. Except in children, 
all herniz may be operated upon under local anes- 
thesia. Hamostasis must be very exact. There is a 
greater tendency toward hematoma formation after 
the Bassini operation than after the Girard opera- 
tion. In the author’s opinion, the suture material is 
of secondary importance. The knots should be very 
firmly tied. The hernial sac should be removed high 
up and the stump should always be transplanted. 
Lipomata of the spermatic cord should always be 
removed. The nerves of the inguinal region should 
be spared as much as possible. 

Of the 68 recurrences reviewed by the author, 18 
(26.4 per cent) appeared after three months; 13 
(19.1 per cent), between the third and sixth months; 
7 (10.2 per cent), between the sixth and twelfth 
months; 10 (14.7 per cent), between the first and 
second years; 5 (7.3 per cent) between the second 
and fourth years; and 15 (22 per cent) after four 
years. All of those which developed three months 
after the operation occurred in manual laborers who 
resumed their work too soon. 

In discussing the choice of operation, the author 
recommends the Girard and Bassini methods. He 
recommends the Girard operation especially because 
in about 700 cases in which it was performed the 
incidence of recurrence was only 1.1 per cent and 
because it is followed by other unfavorable sequel 
less frequently than the Bassini operation. In 
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suturing, whenever possible, fascia should be ap- 
proximated only to fascix. In the cases of patients 
with large herniz and those of older patients, semi- 
castration is advisable. 

In conclusion the author states that, instead of 
adding new operations to the 4o already known, 
efforts should be made to improve the technique and 
eliminate the sources of error and danger in the old 
and tried methods. 

(SCHWEIZER). Lro M. ZimmMerRMAN, M.D. 


Mentzer, S. H.: Bile Peritonitis. Arch. Surg., 1934, 
29: 227. 

The conflicting clinical and experimental findings 
regarding the effect of bile peritonitis are reviewed. 
Mentzer emphasizes that, clinically, sterile bile is 
evacuated from the gall bladder into the peritoneal 
cavity only after trauma. Ina review of twenty-four 
cases of perforated gall bladder he found that in- 
fected bile spread in the peritoneal cavity in eight 
cases. In the remaining sixteen cases only pus 
exuded. The end-results in this group of cases show 
that infected bile which spreads diffusely over the 
peritoneal cavity causes death unless it is promptly 
drained by surgical measures. Death is the result of 
pyogenic rather than chemical peritonitis. Diffuse 
sterile bile peritonitis is rarely, if ever, fatal. If the 
bile is not encysted it produces ascites which may be 
drained. Mentzer concludes that bile peritonitis 
produced experimentally in animals is not com- 
parable to bile peritonitis in man. 

Rosert ZOLLINGER, M.D. 


Costantini, H., and Marill, R.: The Advantages of 
a Large Muscle-Splitting Incision in Surgery 
of the Flank (Sur les avantages de la dissociation 
musculaire élargie dans la chirurgie des flancs). 
Rev. de chir., Par., 1934, 53: 497- 


For six years the authors have been using routinely 
for operations in the flank an enlarged muscle- 
splitting incision, a modification of the incision of 
McBurney. In discussing it they enumerate the 
incisions usually employed to expose the lower part 
of the abdomen and give a brief review of a few of 
them (the longitudinal incisions of Jalaguier and 
Schueller and the oblique incisions of Lecéne, Kocher, 
Sheede, Kuster, Koenig, de Guyon, Péan, and Bazy). 
All of these incisions are unsatisfactory as they give 
too little exposure or divide important nerves, blood 
vessels, and muscles. 

The incision used by the authors is started at the 
lowest point of the ninth or tenth costal cartilage and 
curved smoothly downward and inward to reach the 
midline two-thirds of the distance between the 
umbilicus and the symphysis pubis. It goes through 
the skin and subcutaneous tissue. The fibers of the 
external oblique muscle are then separated. The 
separation is begun at the upper angle of the 
incision and continued down to the fusion of the 
aponeurosis of the external oblique muscle with that 
of the internal oblique and transversalis muscles. 
The lower leaf is then retracted downward and out- 
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Above: Third step. Horizontal separation of the 
internal oblique and transversalis muscles prolonged by 
section, also transverse, of the anterior sheath of the 
rectus muscle. This incision is made typically at an equal 
distance from the pubis and umbilicus, but if necessary 
may be made higher or lower according to the lesions. 
Below: Fourth step. Exposure of the peritoneum which 
is about to be incised. 


ward to expose the internal oblique. The internal 
oblique and transversalis muscles are separated in 
line with their fibers (i.e., in a transverse direction 
across the abdomen), the separation being begun 
near the anterosuperior spine of the ilium (typically 
half way between the umbilicus and symphysis 
pubis) and continued until the aponeurosis is 
reached. The latter structure, together with the 
anterior sheath of the rectus muscle, is then divided 
transversely as a continuation of this part of the 
incision. The peritoneum is divided in line with the 
transverse portion of the incision. The rectus muscle 
is retracted medially while either the upper edge of 
the incision is retracted upward or the lower edge is 
retracted downward, depending on the exposure 
desired. Closure is effected on anatomical lines by 
layers, with or without drainage. 

The authors claim that this method avoids 
division of important blood vessels, nerves, and 
muscles; gives excellent exposure in the pelvis and 
flank; and permits easy closure without the likeli- 
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hood of hernia formation. They have found it so 
desirable that they are using it for more and more 
conditions each year. The steps of the procedure are 
shown in illustrations. | Max M. ZINNINGER, M.D. 


GASTRO-INTESTINAL TRACT 


Szacsvay, S.: A Contribution on the Clinical 
Aspects of Tuberculosis of the Stomach (Ein 
Beitrag zur Klinik der Magentuberkulose). Arch. f. 
klin. Chir., 1934, 179: 5290. 

Tuberculosis of the stomach is an infrequent dis- 
ease which is manifested by ulcer and hypertrophy 
and atrophy of the gastric mucosa. Primary 
tuberculosis of the stomach occurs only by inocula- 
tion by bacteria which are swallowed with the food 
and become lodged in the stomach. Secondary 
tuberculosis of the stomach may be caused by 
inoculation by swallowed or regurgitated bacilli, 
bacillary emboli reaching the stomach by the 
hematogenous or lymphogenous route, and spread 
of the disease to the stomach by continuity or con- 
tiguity. The ulcerous form is the most common. 

The author reports a case diagnosed as car- 
cinomatous stenosis of the pylorus which he cured 
by operation. A mobile prepyloric tumor the size of 
a child’s head, of cartilaginous consistency, free from 
adhesions to adjacent tissues, and macroscopically 
resembling a carcinoma was found. In the gastro- 
colic ligament there were several enlarged lymph 
nodes. After removal of the enlarged lymph nodes 
wide resection of the tumor was done and followed 
by end-to-end anastomosis of the duodenal stump. 

The correct diagnosis—chronic fibrous and ulcera- 
tive tuberculous gastritis—was made only on micro- 
scopic examination of the specimen. 

The author states that when no tuberculous in- 
volvement of other organs can be found a pre- 
operative diagnosis is very difficult, if not impossible. 
Tubercle bacilli can be demonstrated in the gastric 
contents only very rarely. Even chemical analysis 
yields no indication of tuberculous changes. 

The best treatment for cure is radical resection 
performed as early as possible. 

(Bove). Marnatas J. Serrert, M.D. 


Schnohr, E.: A Study on the Cause of Death in 
High Intestinal Obstruction. Observations on 
Chlorine, Urea, and Water. Acta chirurg. Scand., 
1934, 75: Supp. 33- 

The author first gives a historical survey of the 
experimental work that has been done on ileus. The 
principal factors to which death in high intestinal 
obstruction has been ascribed are auto-intoxication, 
infection, shock, dehydration, and chemical changes 
such as hypochloremia, azotemia, and alkalosis. In 
discussing these factors the author emphasizes 
especially dehydration, chemical changes, and the 
efiect of the administration of hypertonic saline 
solution. 

He next reports experiments which he carried out 
on rats to determine whether death in high intestinal 


32 
la ; 
Ag =X | 
MS 
> 
WY 
NE 
SS SSS 
il 
il 
b 
Si 
a 
¢ 
fi 
st 
W 
cl 
nh 
q 
i 
CC 
Ce 
tc 
SU 
ce 
ac 
ce 
er 


obstruction is due to loss of chlorine or water or both, 
and to ascertain the distribution of chlorine in 
animals suffering from experimental ileus. 

He found that in rats suffering from high intestinal 
obstruction a considerable quantity of chlorine is 
Jost into the gastro-intestinal tract with resulting 
hypochloremia and a definite decrease in the chlorine 
concentration of the skin, liver, and kidneys. No 
changes could be found in the muscles, lungs, or 
spleen. In the brain, the chlorine concentration was 
increased, 

On the basis of these findings he states that the 
time of survival does not depend upon the degree of 
hypochloremia and that there is no evidence that 
death is caused by a change in the chlorine concen- 
tration of any particular tissue or of the organism as 
a whole. 

When the organism loses chlorine the serum 
chlorine is maintained at the expense of the tissues. 
The urine shows a pronounced chloropenia whether 
hypochloremia is found or not. 

The skin and kidneys lose 30 per cent of their 
initial chlorine content and the liver about 20 per 
cent. On an average, the quantity lost from the skin 
equals one-half of the entire loss of the organism. 
There is some indication that as a result of high 
obstruction, the skin loses its ability to store 
chlorine. 

The rise in the chlorine content of the brain is not 
specifically associated with intestinal obstruction 
alone, and there is no indication that it influences the 
survival of the animal. In the salt-treated animals 
in which a general increase in chlorine took place the 
increase in concentration was relatively higher in the 
brain than in the other organs. 

The animals treated parenterally with a 10 per 
cent solution of sodium chloride lost, per unit, the 
same quantity of chlorine as the non-treated 
animals. However, the channels through which the 
chlorine was lost differed, the treated animals losing 
far less through gastric secretion and far more 
through the kidneys than the non-treated animals. 
The administration of a 1o per cent solution of 
sodium chloride had a pronounced diuretic effect. 

The chief conclusion drawn from the experiments 
with hypertonic saline solution is that in high 
intestinal obstruction the covering of the loss of 
chlorine is of importance in the prolongation of life. 

In rats suffering from high intestinal obstruction 
no relation could be demonstrated between the 
quantity of fluid lost, the water percentage of the 
tissues, or the period of survival. Dehydration 
could not be considered the decisive factor in the 
causation of death. The administration of hyper- 
tonic saline solution did not seem to dehydrate the 
organism with ileus. 

Studies of the urea content of the blood in rats 
suffering from high intestinal obstruction showed the 
content to be high: The azotamia responded to the 
administration of hypertonic saline solution with a 
definite decrease. However, as it did not disappear 
entirely in spite of the chloride intake and as it bore 
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no relation to the chloride content of the tissues, 
urine, or blood serum, or to the diuresis, the urea 
evidently increased to such a degree that it could not 
be excreted as fast as it was produced. 

The loss of weight of an animal which occurred 
during intestinal obstruction was twice as great as 
that occurring during fasting, partly because of the 
greater loss of fluids and partly because of the in- 
crease in the metabolism. ‘The loss was greatest in 
the liver and spleen, where it amounted to from 40 to 
60 per cent of the original weight. 

Since the administration of hypertonic saline solu- 
tion increased the diuresis and lowered the azotwmia, 
its beneficial results are to be attributed to an in- 
creased excretion of toxins harmful to the organism. 
Schnohr concludes that death in high intestinal ob- 
struction is due to toxemia. Harry W. Fink, M.D. 


Gioja, E.: Duodenal Fistulz and in Particular a 
Case of Duodenal Fistula as a Late Sequela of 
Hepaticocholedochotomy and Cholecystectomy 
for Stones. Duodenorrhaphy with Omento- 
plasty. Cure (Sulle fistole del duodeno ed in 
particolare sopra un caso di fistola duodenale 
conseguita tardivamente ad epaticocoledocotomia e 
colecistectomia per calcoli. Wuodenorratia con 
omentoplastica. Guarigione). Arch. ital. di chir., 
1934, 37: 277- 


After a general discussion of the literature on 
duodenal fistula, Gioja reports a case of such fistula. 
His patient, a woman aged forty-four years, was sub- 
jected to hepaticocholedochotomy and cholecystec- 
tomy for cholelithiasis. ‘The duodenal fistula de- 
veloped forty-one days after the operation. As it 
failed to heal under conservative methods of treat- 
ment, Gioja performed a duodenorrhaphy and 
omentoplasty. Cure resulted. 

Gioja classifies the various types of duodenal 
fistula, discusses their diagnosis and prognosis, and 
describes the conservative methods which have 
proved successful in their treatment. 

EuGENE T. Leppy, M.D. 


Larson, L. M., and Nordland, M.: Malignant Tu- 
mors of the Large Intestine. Ann. Surg., 1934, 
100: 328. 


The authors review 210 cases of malignant tumor 
of the large intestine. The neoplasms occurred with 
about equal frequency in males and females. They 
were most common in the fifth, sixth, and seventh 
decades of life. The oldest patient was eighty-four 
years of age and the youngest fourteen. 

The growths were located with the greatest fre- 
quency at the extremities of the colon. More than 
half of them were in the rectum, rectosigmoid, or 
lower sigmoid and theoretically could be visualized 
through the proctoscope or sigmoidoscope. 

In about half of the cases coming to autopsy the 
malignant lesion was resectable by surgical methods 
as no extension or metastasis was found. In about a 
third, metastases were discovered in the liver or 
regional glands. Metastases were found in prac- 
tically every organ in the body. No significant 


1 

a 

e 

e 

l 

n 

1e 

1€ 

ut 

al 


34 INTERNATIONAL ABSTRACT OF SURGERY 


difference was noted in the incidence of metastasis 
associated with lesions in different sites. 

Obstruction occurred in 81 per cent of the cases. 
The immediate cause of death was most frequently 
peritonitis or exhaustion, but an associated con- 
dition such as cardiorenal, vascular, or pulmonary 
disease, hypertrophy of the prostate, or acute appen- 
dicitis was a contributory factor lowering the pa- 
tient’s resistance. 

Polyposis was present in a localized or diffuse form 
in 16 cases. In all of these cases there was evidence 
indicating that the malignant change took place in 
a previously benign polyp. Samuet Kaun, M.D. 


McWhorter, G. L.: Acute Diverticulitis of the Cx- 

cum; Right-Sided Symptoms with Diver- 

ticulitis of the Sigmoid. Surg. Clin. North Am., 
1934, 14: QOI. 

McWhorter reports four cases of intestinal di- 
verticulitis with symptoms on the right side of the 
abdomen. 

The first was that of a boy nineteen years of age 
who gave a history of the sudden onset of abdominal 
pain forty-eight hours before he came to operation. 
The pain was referred at first to the umbilicus and 
seven hours later to the lower quadrant of the ab- 
domen on the right side. There was no nausea, 
vomiting, diarrhoea, or constipation. During the 
last year the patient had had two previous attacks of 
a similar nature about six months apart. Physical 
examination revealed marked tenderness and muscle 
spasm in the lower right quadrant of the abdomen. 
Rectal examination was negative. Exploration 
through a muscle-splitting incision disclosed, on the 
outer side of the cecum, an indurated mass the size 
of a lemon, which was covered by a Jackson mem- 
brane. The appendix, which was free and long, was 
removed. The mass in the cecum was 3 cm. from the 
base of the appendix. Its surface was covered with 
fibrin. Exposure showed it to be a gangrenous 
diverticulum completely filled by a faecalith and 
surrounded by broken-down necrotic walls. The 
lumen of the diverticulum, 1.5 cm. in diameter, 
was almost opposite the ileocecal junction. The 
indurated edges of the opening of the diverticulum 
were sutured with linen and catgut, the Jackson 
membrane was sutured over this area, and the 
abdomen closed without drains. 

The second case was that of a man thirty-four 
years of age who was under medical treatment for 
pulmonary tuberculosis. This patient had suffered 
for three weeks from colicky pains in the right lower 
quadrant of the abdomen and vomiting after the 
ingestion of food. Physical examination revealed 
tenderness and muscle spasm over the lower right 
side of the abdomen. At exploration through a right 
rectus incision, the gall bladder was found normal. 
The appendix was long and moderately congested, 
and contained two fecaliths in its lumen. The ap- 
pendix was amputated and the stump invaginated. 
Two centimeters from the appendix, in the lateral 
wall of the cecum, a hard round mass was found. 


This proved to be a small diverticulum completely 
filled by a fecalith 1.5 cm. in diameter. Following 
removal of the diverticulum the edges of the opening 
were invaginated with a linen pursestring and an 
outer catgut suture. The patient made a good 
recovery. 

The third case was that of a man fifty-one years 
old whose chief complaint was the onset of moderate- 
ly severe pain in the lower abdomen one week pre- 
viously and occasional vomiting during the last five 
days. Examination disclosed marked muscle spasm 
with rigidity over the entire lower part of the ab- 
domen on the right side. Rectal examination was 
negative. The findings suggested acute appendicitis 
probably complicated by peritonitis. Under con- 
servative treatment for a week the symptoms gradu- 
ally abated. Later X-ray examination showed multi- 
ple diverticula of the sigmoid and descending colon. 

The fourth case reported was that of a man sixty- 
six years of age whose chief complaint was pain in 
the lower right quadrant of the abdomen and vomit- 
ing over a period of three weeks. The leucocyte 
count was 17,800. Examination of the abdomen 
revealed a large swelling in the right lower quadrant 
in which gurgling sounds were heard on palpation. 
The mass extended down under Poupart’s ligament 
onto the thigh. An incision over the mass on the 
thigh evacuated a large amount of pus. The tract 
extended into the iliac fossa. After several days a 
large amount of faces was discharged through the 
opening onto the thigh. The wound healed slowly. 
After about ten weeks it was closed completely. 
A roentgen examination made later revealed multi- 
ple diverticula in the descending and sigmoid por- 
tions of the colon. The patient has remained well for 
three years. 

In the discussion of these cases McWhorter says 
that the frequency of diverticula of the intestinal 
tract is difficult to determine from routine autopsies. 
In the large bowel diverticula occur most often in 
the sigmoid and the descending portion. Diverticula 
are classified as congenital and acquired, true and 
false. A true intestinal diverticulum presents all 
layers of the intestinal wall. In the false diverticu- 
lum the muscularis is absent. Diverticula of the 
colon are attributed to increased tension within the 
lumen of the bowel associated with constipation and 
muscular weakness, and diverticula occurring in the 
small intestine along the mesentery to weakness of 
the blood vessels together with traction. 

Inflammation and perforation may occur in 
diverticula as in appendicitis, but in such complica- 
tions in a diverticulum localization is more likely to 
occur than in similar involvement of the appendix 
and the virulence of the infection is not so great as 
in the latter. In the acute stage, perforations should 
be sutured, facaliths removed, abscesses drained, 
and the diverticulum removed if feasible. In the 
chronic condition malignancy may be suggested. If 
a stricture is present, resection may be necessary and 
should be done before abscess formation occurs. 

Joun W. Nuzum, M.D. 
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Angeli, A.: Invagination of a Haustrum of the 
Czcum (L’invaginazione haustra-cecale). Arch. 
ital. di chir., 1934, 37: 417. 

Invagination of a haustrum of the cecum or 
partial invagination of the walls of the cecum was 
first described by Kyjovsky in 1925, although it 
must have been observed by others previously. 
Seven cases have been recorded in the literature. 
The author reports a case which he operated upon. 
The diagnosis has never been made during life. In 
seven cases a diagnosis of acute appendicitis and in 
one case a diagnosis of ileocecal invagination was 
made. The author gives brief abstracts of the case 
reports in the literature. In all of the cases the 
invagination occurred in the first, second, or third 
haustrum, counting from the fundus. 

There are symptoms which should permit a 
diagnosis in the first stage of the condition when 
symptoms of pseudo-occlusion predominate over 
those of inflaixmation. This period varies in length 
from weeks to years. The patient complains of 
intermittent pain in the abdomen, particularly on 
the right side, frequent nausea and vomiting, 
transitory fever, and irregularity in evacuation of 
the bowels. In the author’s case the latter consisted 
of alternate periods of constipation and diarrhoea. 
The picture in this stage suggests ileocecal in- 
vagination rather than appendicitis. If the condition 
is suspected at this time the diagnosis can be con- 
firmed by roentgen examination. None of the cases 
reviewed were diagnosed in this way as none of the 
patients came for treatment until the second stage of 
the disease when the signs were those of acute in- 
flammation necessitating an emergency operation. 

The condition is doubtless caused by increased 
virulence of the bacterial flora of the involved part 
of the intestine. As a rule the treatment consists of 
simple disinvagination of the haustrum and closure 
of the abdomen. If necessary, appendectomy and 
cacopexy may be performed. 

Auprey Goss Morcan, M.D. 


Edwards, H. C.: Diverticula of the Vermiform 
Appendix. Brit. J. Surg., 1934, 22: 88. 


The reported incidence of diverticula of the ap- 
pendix ranges from 0.26 to 0.53 per cent. Such 
diverticula have no distinct clinical characteristics. 
They are found on routine pathological examination 
of appendices removed at operation for acute ap- 
pendicitis. Rarely, as in two cases cited by the 
author, they can be visualized by X-ray examina- 
tion. 

Edward’s discussion of the pathogenesis of ap- 
pendiceal diverticula is based on the pathological 
examination of nine specimens. “There are two 
types of diverticula: (1) hernial pouches of mucous 
membrane forced through a gap in the muscle coat, 
and (2) distended pockets of mucous membrane 
over which the muscularis will eventually atrophy so 
that a complete diverticulum, visible from the 
peritoneal aspect, is formed.” In all of the speci- 
mens examined the wall of the appendix showed 


inflammatory changes. The.absence of such changes 
in the walls of the diverticula leads the author to the 
conclusion that they are a contributory factor in the 
formation of diverticula. Chronic inflammation 
contributes to diverticula formation by causing 
partial obstruction of the lumen of the appendix and 
weakness and persistent spasm of the muscular coat. 

The most common site of diverticula is along the 
concavity of the appendix, but association with per- 
forating blood vessels is not striking. 

In the majority of the specimens examined the 
muscle coats were thicker than normal. The author 
believes that this thickening may be due to con- 
traction of the muscle with fixation in contraction, 
hypertrophy of the muscle, and inflammatory 
cedema. Most important, Edwards believes, is 
spasm of the longitudinal muscle throwing the 
mucous membrane into folds. Spasm of circular 
muscle obliterates the lumen, bringing mucous 
membranes in opposition. The opposing mucous 
surfaces pass into gaps formed by the passage of 
blood vessels. In this way the author explains 
obliteration of the lumen of the appendix. Following 
such obliteration there is increased pressure distal to 
the obstruction, causing pouching of the mucous 
membrane which subsequently becomes first a 
herniation and finally a true diverticulum. 

Appendiceal diverticula may therefore be due to 
passive distention or irregular muscular action. 
Predisposing causes are the presence of gaps in the 
muscular coats through which the vessels enter and 
weakening of the muscular coat as the result of 
chronic inflammation. 

In conclusion Edwards says that it is impossible to 
diagnose diverticula of the appendix before opera- 
tion. T. BANForb Jones, M.D. 


D’Aunoy, R., and Fine, A.: Pseudomyxoma 
Peritonei of Appendiceal Origin. Am. J. Cancer, 
1934, 22: 59. 


The presence of gelatinous material in the per- 
itoneal cavity was first described in 1884 by Werth. 
Werth called the condition “pseudomyxoma per- 
itonei” and attributed it to the rupture of a pseudo- 
mucinous cyst of the ovary with resulting im- 
plantation of the cyst contents on the peritoneal 
surfaces. The postmortem findings in a case of 
pseudomucinous cyst of appendiceal origin were 
first reported by Fraenkel in r901. This condition is 
rare. In a review of the literature the authors were 
able to find the reports of only ninety authentic 
cases. The single case found in the records of the 
Charity Hospital of Louisiana is reported as follows: 

The patient was a colored woman forty-seven 
years of age who was operated upon for umbilical 
hernia. The hernial sac contained omentum and 
gelatinous material, and the abdominal cavity was 
completely filled with the gelatinous material. 
Death occurred forty days later. At autopsy, the 
abdomen was found to contain free fluid in addition 
to the jelly-like material. The appendix and cical 
head formed a conglomerate mass consisting of a wall 
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of fibrous tissue enclosing a cavity containing puru- 
lent fluid and a large quantity of gelatinous material. 
The diaphragm was pushed up by the gelatinous 
material to the level of the third rib. The gut was 
partially obstructed for 2% ft. proximal to the 
ileocecal valve. In this portion it would barely ad- 
mit the index finger. The pathological diagnosis was 
pseudomyxoma peritonei of appendiceal origin. 
Pseudomyxoma peritonei is not a disease in itself. 
It may develop from such conditions as ovarian 
cystadenomata, intestinal diverticula, mucoceles of 
the appendix, and retroperitoneal cystadenomata, 
and may occur in the course of a recognized malig- 
nancy. In the case reported by the authors the 
appendiceal origin of the growth was proved by the 
fact that the myxomatous material was present in 
the cavity and the wall of the appendiceal abscess 
but nowhere else. The condition was evidently of 
long standing as symptoms of chronic obstruction 
were present at the time of the examination. This 
supports the theory that the growth is comparatively 
benign and that death is usually due to obstruction 
of the intestinal tract. The opinion is expressed that 
the majority of such tumors are cystadenomata. 
Joun W. Nuzum, M.D. 


Voelcker, F.: My Experiences with High Rectal 
Amputation (Meine Erfahrungen mit der hohen 
Rectumamputation). 58 Tag. d. deutsch. Ges. f. 
Chir., Berlin, 1934. 


In combating carcinoma of the rectum Voelcker 
has performed high amputation more and more 
often, whether the carcinoma was somewhat higher 
or lower. His aim was gradually to arrive at a uni- 
form operation with which he and his assistants 
could become familiar. The advantages offered by 
standardization of the operation are an exact tech- 
nique, greater safety, and the saving of time. The 
operation is simple. In the first stage, sigmoid 
colostomy is done, and in the second, the main 
operation, the lower portion of the rectum including 
the anus, is removed. The chief disadvantage of the 
operation is its high primary mortality. In the 
author’s earlier cases it ranged between 30 and 4o 
per cent, but in his later cases it has been lower. In 
thirteen cases in which Voelcker performed com- 
bined rectum extirpation in the last four years there 
were two deaths, a mortality of 15 per cent. 

The artificial anus established in the first stage is 
single-barreled and made through an incision on the 
left side. The operability of the carcinoma having 
been determined, the efferent loop is closed and 
dropped back. The main operation is done about 
eight days later with the patient in a high Trendel- 
enburg position. A median incision is followed by 
liberation of the bowel from above downward, liga- 
tion of the vessels in the mesorectum, and blunt 
dissection of the bowel as far downward as possible. 


The patient is then turned on his abdomen and the 
bowel removed from below. He is then turned back 
and the peritoneum and abdominal wall are closed 
carefully. In spite of its inconvenience, the three- 
fold turning of the patient is preferred by the author 
to two-fold turning because exact suturing of the 
peritoneum is possible only after the bowel has been 
completely removed and is absolutely essential. 
Before the operation the natural anus is closed by 
a pursestring suture. By the procedure described the 
entire bowel is removed as a closed container and 
its dangerous, infectious contents are prevented 
from entering the wound. The abdominal wound is 
closed tightly and the sacral wound is drained. 
Resection of the sacrum is never necessary. In men, 
resection of the coccyx is sufficient, while in women 
even this is unnecessary. Complete hemostasis of 
the many veins in the sacral wound is very im- 
portant. Diathermy has become indispensable for 
this purpose as it is safe and saves time. Ligation 
of the hypogastric artery, which the author per- 
formed regularly at first, has been entirely aban- 
doned by him as it is unnecessary. 

Of the two fatalities in Voelcker’s cases, one was 
caused by pulmonary embolism. The other occurred 
in a case in which, during the main operation, an 
abscess was found in the loop of bowel which had 
been closed during the preliminary stage. The oper- 
ation was interrupted for fear of spreading the in- 
fection, and four weeks later was undertaken as a 
third stage. At that time the wound was still 
granulating. It apparently harbored more danger- 
ous organisms than was suspected. The patient 
died of peritonitis. This failure could have been 
prevented by better technique at the preliminary 
operation. 

The operating time has been materially reduced. 
In spite of the three changes of the patient’s posi- 
tion, the operation requires scarcely more than one 
hour and sometimes even less. 

With regard to the late results the author says 
only that some of his patients visit him from time 
to time and gratefully report their well-being. They 
all feel quite satisfied with the artificial anus. 

In three cases, examination of the extirpated 
bowel segment proved surprising as, above the car- 
cinoma for which the operation was done, it 
revealed one or more additional carcinomata the 
existence of which had not been suspected. Schmie- 
den has called attention to the importance of such 
findings. 

While his series of cases is not large, Voelcker has 
gained the impression that if a surgeon and his 
assistants become familiar with the combined high- 
rectum extirpation, they will develop a standardized 
operative procedure which, in spite of its magnitude, 
loses much of its former terror and danger. 

(VoetcKer). Leo M. Zimmerman, M.D. 


GYNECOLOGY 


UTERUS 


Meigs, J. V.: Prolan in the Treatment of Abnormal 
Uterine Bleeding. New England J. Med., 1934, 
211: 289. 


In the author’s use of prolan in the treatment of 
abnormal uterine bleeding from 500 to 1,000 rat 
units are given over a period of ten days. The treat- 
ment is administered during the bleeding or begun 
ten days before the expected time of menstruation. 
Local reactions occur only occasionally. ‘The re- 
sponse of the bleeding is occasionally extremely 
rapid, occurring in one or two days, but sometimes 
is slow, requiring from ten to twenty days. If one 
treatment is unsuccessful repeated treatments are 
given. From six to eight series are given. 

In the cases of eleven patients with a normal 
menstrual history who began to flow continuously 
there were seven excellent and four poor results. 

Of eighteen patients with too frequent menstrual 
periods, eleven were cured and seven were not bene- 
fited. 

Of seventeen patients who had a continuous flow- 
ing after a period of amenorrhoea corresponding to 
Shaw’s Type 1, only eight were benefited. The fail- 
ures could not be explained. 

In the cases of thirteen patients with regular but 
prolonged menstrual periods, there were six excellent 
and seven poor results. 

Of the total fifty-nine patients whose cases are 
reviewed, more than 54 per cent were benefited. 
The use of prolan was considered preferable to irra- 
diation or surgery especially as nearly all of the 
patients were between twenty and forty years of 
age. The incidence of childbearing was low, sug- 
gesting that abnormal bleeding of the types de- 
scribed is most common in women with unused sex- 
ual organs. In speculating further regarding this 
observation the author calls attention to the fact 
that chronic cystic mastitis, cancer of the breast, 
cancer of the endometrium, and tumors and cancers 
of the ovary are more frequent in sterile than in 
fertile women. 

Curettage proved to be of no value in the condi- 
tions discussed. The good effect of the prolan treat- 
ment lasted for from three to eighteen months. 
Frequently the bleeding recurred after three or four 
months but responded again to treatment. 

A. F. Lasn, M.D. 


Phaneuf, L. E.: Radium Therapy in Uterine Ham- 
orrhages of Benign Origin. New England J. 
Med., 1934, 211: 304. 


Radium employed in suitable doses and in prop- 
erly selected cases is a valuable agent in the treat- 
ment of uterine hemorrhages of benign origin. It 
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finds its greatest field of usefulness in the treatment 
of severe hemorrhages occurring near or at the 
menopause from uteri showing no gross macroscopic 
lesions, such as those occurring in hypertrophy and 
hyperplasia of the endometrium and uterine fibrosis. 

In the hemorrhages of adolescence radium treat- 
ment to avoid hysterectomy requires caution and 
should be used only after medical, endocrinal, and 
haemostatic treatment have failed. ‘The dose should 
be very small. 

Because of the danger to the products of concep- 
tion from irradiation, radium should not be used to 
regulate the menstrual periods or in an attempt to 
favor pregnancy. 

Radium is of value for the treatment of small 
fibromyomata of the interstitial type, especially 
those occurring in women nearing the menopause. 

It may be used in conjunction with operations for 
repair of the cervix and for cystocele and rectocele 
as it does not in any way interfere with healing. 

A single application giving an appropriate dose is 
sufficient to bring on permanent amenorrhcea. 

If the patients are properly selected the mortality 
should be nil. 

Successful treatment of uterine haemorrhages of 
benign origin requires only a small amount of radium 
(0.050 gm.) and minimal apparatus. 

Ro S. Cron, M.D. 


Smith, F. R.: The Incidence of Vaginal Fistulze in 
Patients with Carcinoma of the Cervix. Am. J. 
Cancer, 1934, 22: 52. 


The development of a vaginal fistula in carcinoma 
of the cervix is primarily a manifestation of advance 
of the disease. The incidence of vaginal fistula is 
twice as high in untreated as in irradiated cases. In 
cases treated by irradiation the incidence is increased 
by: (1) interstitial irradiation with radon, (2) lack of 
filtration, (3) repeated treatments, (4) infection, 
(5) certain structural characteristics of the lesion, 
and (6) the performance of hysterectomy before the 
irradiation. Mentioned in order of decreasing fre- 
quency, the types of fistule are: (1) the rectovaginal, 
(2) the vesicovaginal, and (3) the combined recto- 
vaginal and vesicovaginal. 

J. THORNWELL WITHERSPOON, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Kahn, M. E., and Norris, S.: Primary Carcinoma 
of the Fallopian Tubes. Am. J. Obst. & Gynec., 
1934, 28: 393. 


The authors report four cases of primary car- 
cinoma of the fallopian tubes. ‘Two of the patients 
were only eighteen years old. The authors state that 
while the importance of inflammation as an etiolog- 
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ical factor is disputed, three of their four patients 
showed evidence of chronic inflammation. A 
clinical diagnosis is extremely difficult. Hope for 
increasing the frequency of diagnosis lies in keeping 
the possibility of the condition in mind. 

At operation, the lesion often simulates chronic 
tubal inflammation or tuberculosis. Opening of all 
tubes and their inspection for papillary growths at 
the operating table, as advised by Gupta, would aid 
in the diagnosis and the institution of the proper 
surgical treatment. 

In the cases of women more than forty years of age 
a negative curettage with a history of irregular 
bleeding or a brownish or bloody discharge is sug- 
gestive of tubal carcinoma. In such cases the 
adnexa should be carefully palpated for enlarge- 
ments. Epwarp L. CorNELL, M.D 


Montgomery, J. B., and Farrell, J. T., Jr.: The 
Results of Postoperative X-Ray Therapy in 
Carcinoma of the Ovary. A Series of Twenty- 
Two Cases. Radiology, 1934, 23: 157. 


The diagnosis in the twenty-two cases reviewed by 
the authors was proved by histological examination 
of removed tissue. The diagnosis was adenocarci- 
noma in four, papillary adenocarcinoma in three, 
papillary cystadenocarcinoma in fourteen, and 
granulosa-cell carcinoma in one. The cases were 
divided into three histological grades based upon the 
degree of anaplasia as indicated by the extent of cell 
differentiation, variations in cell size and shape, and 
nuclear changes. Clinically, the cases were classified 
by Schmitz’s method of classifying carcinomata of 
the cervix. 

Roentgen treatment was started from two to four 
weeks after operation. Prior to August, 1927, massive 
doses were given in a single sitting at right angles to 
one of three or four pelvic ports. The factors of such 
treatment were 3 ma., from 170 to 200 kv., filtration 
with o.5 mm. of copper and 1 mm. of aluminum, a 
skin-target distance of 50 cm., and ports of 16 or 
19 sq. cm. The dosage was the quantity the skin 
would tolerate given in from three to four days. 
With the use of the factors cited the erythema dose 
was 270 ma.-min. After August, 1927, the saturation 
method of Pfahler was employed with the use of 
three or four ports. Depth-dose graphs were used 
and the dosage was measured in roentgens. In the 
period from January, 1925, to August, 1930, the 
erythema value was 970 r. Since August, 1930, it 
has been 800 r. In all cases an effort was made to 
give the maximum irradiation which the tissues 
would tolerate, using four pelvic ports. The treat- 
ment was given on alternate days, and an attempt 
was made to deliver a depth dose of from 1,600 to 200 
r in four weeks. In three cases radium was used. 
Diarrhoea was not uncommon, but did not become 
serious and was not considered an indication for 
stopping the treatment. 

Ten of ‘the patients whose cases are reviewed had 
malignancy of Grade 1, a low grade of malignancy. 
Of these, seven are alive, two are dead, and one 


cannot be traced. The average length of survival to 
date of those still alive has been thirty-eight months, 
while the average length of survival of those who died 
was six and a half months. Of the five patients with 
malignancy of Grade 2 (intermediate grade), all are 
dead. Of the seven patients with malignancy of 
Grade 3 (high grade), six are dead and one is still 
alive after more than six years. The prognosis 
varied with the grade of malignancy and the 
operability of the tumor. 

The most frequently encountered tumor was the 
papillary cystadenocarcinoma. Of fourteen patients 
with a neoplasm of this type, four are still alive after 
more than five years. The only other patient still 
alive after five years had a granulosa-cell carcinoma 
with a malignancy of Grade tr. 

The authors conclude that irradiation frequently 
resulted in palliation of the symptoms and prolonga- 
tion of life. Fart E. Bartu, M.D. 


MISCELLANEOUS 


Serdukoff, M. G., and Laviskaia, M. K.: Blood 
Transfusion in Certain Gynecological Condi- 
tions (La transfusion sanguine dans certaines af- 
fections gynécologiques). Gynéc. et obst., 1934, 30: 139. 


This article is the report of a study instigated by 
the Scientific Institute of Moscow for the Protection 
of Maternity and Infancy. It had been noted that 
blood transfusion, while frequently carried out in 
general surgery, was rarely resorted to in gyneco- 
logical practice. The authors’ purpose was to de- 
termine the indications and contra-indications of 
transfusion in certain gynecological affections. They 
investigated: (1) the comparative advantages of 
direct and indirect transfusion methods, (2) the fate 
of the transfused blood, and (3) the mechanism of 
the effect of transfusion upon the recipient. 

In Russia there appears to be a distinct preference 
for the indirect method of transfusion, chiefly be- 
cause the direct method is technically more difficult, 
but also because suitable donors are not always 
readily available. According to the findings of the 
Institute of Blood Transfusion, citrated blood may 
be preserved for as long as twenty-two days. The 
criticism that preserved blood may harbor infection 
is answered by the statement that bacteria, if pres- 
ent, are usually attenuated and do not offer a serious 
menace. According to the authors, there is little 
evidence of a biological difference between whole and 
citrated blood. 

The fate of transfused blood is the subject of 
controversy. In general it is believed that the length 
of survival of the erythrocytes depends entirely upon 
the hemolytic index of the recipient. 

The mechanism of action of transfused blood is 
complex. Besides restoring the intravascular pres- 
sure, the transfused blood has a nutritive effect 
activating the neuromuscular apparatus of the heart. 
It reduces hormonal deficiency by increasing” the 
oxidation processes, and, by means of its salts ‘and 
albumins, excites the hematopoietic functions, stimu- 


lating especially the bone marrow. It aids in over- 
coming infection, neutralizes toxins, and augments 
the process of coagulation. 

Death resulting from transfusion has been attrib- 
uted to faulty technique and to chemical changes 
due to disease changes, the use of unclean apparatus, 
or incompatibility between the donor and recipient. 

The authors list the following indications for blood 
transfusion in gynecology: (1) acute and chronic 
anemias following hemorrhages due to fibroids, 
ectopic pregnancy, or adenomyosis, or secondary to 
puberty bleeding, (2) acute and chronic purulent 
infections of the adnexa, (3) haemorrhage, (4) delayed 
healing of abdominal and vaginal wounds, (5) ca- 
chexia and exhaustion from cancer, (6) pre-operative 
preparation of patients of low vitality, and (7) post- 
operative management to restore vitality. 

Transfusion increases the vitality of the organism 
and permits extensive surgical intervention with a 
lower mortality. In many instances it prevents 
postoperative complications and surgical shock and 
hastens convalescence. In cases of carcinoma it 
often improves the patient’s condition sufliciently 
to permit radical surgical treatment and effectively 
inhibits cachexia and anemia. In general it so 
improves the resistance of the organism against 
infection that it merits more frequent use in gyne- 
cological practice. Harotp C. Mack, M.D. 


Marion, G.: The Formation of a Continent Urethra 
in Woman and the Use of This Operation in 
Exstrophy of the Bladder (De la constitution 
d’un urétre continent chez la femme et de son emploi 
dans l’exstrophie vésicale). J. d’urol. méd. et chir., 
1934, 37: 


About ten years ago the author repaired a urinary 
bladder the lower wall of which was so badly torn 
during labor that the opening allowed complete 
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herniation of the posterior wall of the bladder. 
After closing the tear he reconstructed the urethra 
by placing a tubular graft from the vagina in a 
tunnel-like opening formed between the bladder and 
the vulva with a long trocar. The result of this 
operation was so excellent that continence and uri- 
nation were practically normal. Marion has now 
performed the operation twelve times. 

Reconstruction of the urethra can be accom- 
plished also by making a simple tunnel-like opening 
and introducing a sound into it. After a time the 
canal becomes covered with epithelium. The re- 
sults seem to be the same as when a tubular graft 
is placed in a tunnel made with a trocar. 

The new urethra formed with or without a graft 
must be watched for a long time. The patient should 
be instructed to pass a bougie at first daily and then 
at longer intervals. The author dilates the urethra 
slightly every three or four weeks. 

The urethra formed by the procedures described 
is patent and continent, but the continence is patho- 
logical, being due to the formation of fibrous tissue 
around the new canal. 

The author mentions also a case in which he 
formed a urethra five years ago. After the operation 
urination and urinary continence were entirely 
normal. Recently the patient developed a cystitis 
which was found to be due to a stone in the bladder. 
The author was able to perform a cystoscopic ex- 
amination and to crush the stone with a lithotrite 
through the new canal. 

Marion has used the described method also in the 
treatment of exstrophy of the bladder. He describes 
and shows by illustrations his operative technique 
in a case of exstrophy of the bladder in a little girl 
and mentions the few differences in the operation 
performed for exstrophy of the bladder in males. 

Isaac ANnpRuSSIER, M.D. 
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PREGNANCY AND ITS COMPLICATIONS 


Brooke, R., Roberts, R. E., Bristow, W. R., Vaughan, 
K., and Others: Discussion on the Physiology 
and Pathology of the Pelvic Joints in Relation 
to Childbearing. Proc. Roy. Soc. Med., Lond., 
1934, 27: 1211. 


BROOKE stated that the sacro-iliac joint of the 
female, unlike that of the male, undergoes a rapid 
increase in mobility from puberty to the age of 
twenty-five years. Pregnancy increases its mobility 
further, the range of movement at full term being 
increased two and a half times. After parturition 
the joint slowly returns to normal in about three 
months. There appears to be some relation between 
the involuntary changes in the uterus and those in 
the ligaments of the sacro-iliac joint, delay in return 
to normal in one frequently coinciding with a similar 
delay in the other. Brooke advocates exercises in 
the prone position for young females to conserve the 
movement of the sacro-iliac joints for the child- 
bearing period. 

RoBERTS reported measurements of the pelvic 
joints of pregnant and non-pregnant women by X- 
ray examination. These showed that the symphysis 
pubis definitely increases in width during pregnancy 

more in multipare than in primipare—and re- 
turns to normal some time after parturition. No 
further appreciable widening was noted during par- 
turition. The sacro-iliac joint shows a slight increase 
in width during pregnancy and after parturition 
returns almost to normal. These changes in the sym- 
physis pubis and the sacro-iliac joints permit a ro- 
tary movement at the sacro-iliac joint. 

Bristow stated that malposture and particularly 
the lordosis which occurs in pregnancy are responsi- 
ble for much of the back pain during and after preg- 
nancy. In this exaggerated lordosis the sacrum 
becomes more horizontal and the lumbosacral joint 
more vertical, thus increasing the potential of sudden 
strain upon the joint. In the antenatal care the 
patient should be given instructions for correction 
of the exaggerated lordosis and should be fitted with 
a special corset. Bristow advocates the Goldthwait 
brace. He stated that, after delivery, postural train- 
ing should be begun as soon as possible. To mobilize 
the joints fully and produce the full extension of the 
hip joint which is necessary for correction of the tilt 
of the pelvis, forcible manipulation under anesthesia 
may be required. Arthrodesis of the sacro-iliac joint 
should be the last resort. 

VauGHAN called attention to the increase in the 
distance between the ischial tuberosities and the 
widening of the subpubic angle produced by the 
squatting position. She stated that she had deliv- 
ered several women in this position. 


Roy discussed the change in the size of the trans. 
verse measurement of the pelvic outlet in various 
positions and demonstrated that when the patient 
lies on her side with the thighs flexed and adducted 
the diameter of the outlet is considerably increased. 

Henry S. AcKEN, Jr., M.D. 


Giacché, N.: Active Expansion of the Uterus Ac- 
cording to Sfameni and Its Importance in the 
Physiology of Pregnancy (L’expansion active de 
Vutérus, selon Sfameni, et sa valeur dans la physiol- 
ogie de la grossesse). Rev. frag. de gynéc. et d’obst., 
1934; 29: 687. 

The active expansion of the pregnant uterus 
demonstrated by Sfameni constitutes the basis of 
new theories regarding the physiology of pregnancy. 

The author, a pupil of Sfameni, reviews his pre 
ceptor’s views on utero-ovarian physiology and the 
tonicokinetic activity of the uterus. Two cycles are 
described, that of the non-pregnant and that of the 
pregnant woman. Each cycle has four phases. In 
the non-pregnant state that first phase is from the 
maturation of follicles to ovulation (five or six days) ; 
the second, from ovulation to corpus luteum for 
mation (two or three days); the third, the pre 
menstrual period from corpus luteum formation to 
the beginning of menstruation (from ten to twelve 
days); and the fourth, the period of menstruation 
and postmenstrual reconstruction (approximatel\ 
ten days). In pregnancy the first two phases are 
identical with the first two in the non-pregnan| 
state as fecundation occurs after ovulation; the 
third phase is the pregnancy phase with a duration 
of approximately two hundred and eighty days; ani 
the fourth phase is the postpartum phase with « 
duration of approximately forty days. During these 
phases Sfameni found a tonicokinetic muscular ac 
tivity due to hormonal influences acting through, or 
in close harmony with, the nervous mechanism. ‘The 
first and third phases are characterized by vascular 
congestion, and the second and fourth by a vaso 
constriction. These phenomena are not confined to 
the vascular system, but are participated in by all! 
muscle fibers of the organism. 

Other investigators also have distinguished two 
different attitudes of the uterine muscle, namely, an 
active or contraction phase, and a passive or relaxa- 
tion phase. Sfameni claims that even the relaxation 
is not a passive phenomenon of inertia but an active 
phenomenon depending on the vagus in the same 
way as the contraction depends on the sympathetics. 
He distinguishes four attitudes: (1) contraction, 
(2) decontraction, (3) retraction, and (4) deretrac 
tion. These may be reduced to two: (1) systole 
(contraction and retraction) and (2) diastole (de 
contraction and deretraction). These phases suc- 
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ceed each other, with predominance of one or the 
other according to the phase of utero-ovarian func- 
tion. Diastole predominates in the first and third 
phases, and systole in the second and fourth. These 
observations led to the formulation of the law of pre- 
dominance and the law of periodicity. 

In pregnancy Sfameni distinguishes two perio- 
dicities: (1) primary periodicity, in which, during 
the first six months, diastole predominates and dur- 
ing the last three months it diminishes until systolic 
predominance leads to delivery, (2) secondary perio- 
dicity, which consists, in addition to the activity of 
pregnancy, of the phenomena of the menstrual cycle 
explained by the fact that the endocrine activity of 
the ovary is maintained during pregnancy not only 
by persistence of the corpus luteum but also by 
periodic maturation, without rupture, of many fol- 
licles. Clinical proofs of this periodicity are seen in 
the growth of the pregnant uterus, menstrual crises 
during pregnancy, abortion coincident with the 
onset of periodic menstrual bleeding, and the occur- 
rence in pregnant women of blood losses at the usual 
times of menstruation. 

The intensity of predominance is influenced by 
multiparity and age, a favorable action being noted 
up to the fifth pregnancy and the thirty-fifth 
year. Constitutional factors are also of importance. 
Sfameni distinguishes three constitutional types: (1) 
the normogenital (menarche at the thirteenth or 
fourteenth year; menstruation occurring at twenty- 
eight-day intervals, with a duration of four or five 
days and a blood loss of from 100 to 200 gm.); (2) the 
hypergenital (menarche at the eleventh year; men- 
struation occurring at twenty-day intervals, with a 
duration of seven or eight days and a blood loss of 
500 gm.); and (3) the hypogenital (menarche at the 
fifteenth year; menstruation at thirty-day intervals, 
with a duration of only several hours and a minimal 
blood loss). 

According to Sfameni, menstruation is an epi- 
phenomenon due to degeneration of the corpus 
luteum resulting from the lack of decidual, placental, 
and myometrial hormones and changing the pre- 
menstrual endometrium into the menstrual type. 
The regression of corpus luteum activity gradually 
determines diminution of the diastolic predominance 
and accession of the systolic phase during menstrua- 
tion or delivery. The change from the diastolic to 
the systolic tonus and vice versa suggests the exist- 
ence of two antagonistic hormones. 

Giacché attempts to prove that active expansion 
is a property of the uterine musculature just as it is 
the property of the muscles of the heart, lungs, blood 
vessels, and intestines, and that therefore expansion 
of the uterus during pregnancy is not purely a pas- 
sive phenomenon responding to the pressure of the 
developing ovum. In support of this contention he 
cites the fact that during the first months of ectopic 
pregnancy the uterus develops at approximately the 
same rate as in intra-uterine pregnancy, Sfameni 
claims that the increase in the volume of the uterus 
and the size of its cavity is not due solely to muscular 
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hypertrophy or vascular congestion, as others have 
taught, but is a result of motor activity of the 
uterine musculature influenced by hormonal changes 
during pregnancy and menstruation. He points out 
that this enlargement in the first months of preg- 
nancy is asymmetrical, involving the upper more 
than the lower segments, and at all times is greater 
than that which would be produced merely by 
ovular pressure. During the last trimester of preg- 
nancy the lower segment increases more than the 
upper. This reversal is attributed by Sfameni to a 
predominant attitude of diastole in the upper seg- 
ment and of systole in the lower segment, the process 
being reversed at the end of gestation as a result of 
neurosympathetic changes. This active expansion, 
according to Sfameni, creates a negative pressure or 
vacuum within the uterine cavity. 

The negative pressure is said to affect the site of 
fetal development and to play a part in the formation 
of amniotic fluid. In the latter, two factors are 
concerned: (1) a mechanical factor, the active ex- 
pansion of the uterus which occurs in three distinct 
ways, namely, by the force of aspiration, by dis- 
tention and flattening of the amniotic epithelial 
cells with a change in their permeability, and by 
excitation of the amniotic epithelial cells due to the 
aspiration; and (2) a biological factor, the stimulat- 
ing action of the hormones which changes the perme- 
ability of the amniotic cells. 

According to Sfameni, placentogenesis is also di- 
rectly concerned in the process of active expansion. 
The formation of the fetal membranes from the 
chorion leve and the decidua reflexa and of the placen- 
ta from the chorion frondosum and the decidua 
serotina is the result of: (1) active expansion of the 
uterus, (2) intra-ovular pressure, and (3) intrala 
cunar pressure. The combined action of the first 
two results in the flat shape of the placenta, while 
the pressure of blood within the lacunae determines 
the growth in the area of the organ. Alterations 
of these factors result in marginal insertion of the 
placenta, due partially to deficiency of intra-ovular 
pressure and active uterine expansion, and to other 
placental anomalies such as succenturiate lobe, 
velamentous placenta, and reniform placenta. 

Other phenomena of the physiology of pregnancy 
aside from these involving the uterus are attributed 
to tonicokinetic alterations of muscular tissues 
throughout the organism. Reductions of capillary 
pressure are factors in the production of «edema. A 
diastolic predominance of the biliary channels is 
claimed to cause bilirubinaemia during early preg- 
nancy. Varicose veins are attributed to the diastolic 
status of the venous musculature. Constipation is 
said to result from expansion of the gastro-intestinal 
muscles from hormonic action. Giacché attributes 
all of the maladies of pregnancy commonly classed as 
toxemias to hormonic imbalance. He states that it 
is the exuberance of ovarian hormones which brings 
about the disequilibrium of the sympathetic system, 
just as their presence in normal quantities deter- 
mines proper function. Harotp C. Mack, M.D. 
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LABOR AND ITS COMPLICATIONS 


Cathala, V., and Seydel, S.: A Note on the Path- 
ological Anatomy and Pathogenesis of (kdema 
of the Cervix Uteri During Labor (Note sur 
l’anatomie pathologique et la pathogénie de l’oedéme 
du col de l’utérus au cours du travail). Gynéc. et 
obst., 1934, 30: I. 


The authors observed the occurrence of cervical 
oedema during labor in 95 of 42,608 deliveries at the 
Hospital Saint-Louis during the past ten years. It 
therefore occurred in 1 of every 448 deliveries. The 
authors believe that its incidence is in reality much 
higher as when it does not cause dystocia it is 
probably not recognized. 

Two types of oedema are described: (1) the soft or 
simple, and (2) the hard with rigidity. The former, 
which is the more frequent, usually involves the 
anterior cervical lip and rarely the entire intravaginal 
portion of the cervix. Sometimes it is limited to the 
median portion of the anterior lip, though usually it 
extends to one or the other side. The cervix is thick, 
doughy, or resistant to the touch, forming a large 
swelling beneath the pubes. On inspection, this 
portion is seen to be increased in size, jutting out 
ahead of the fetal head as a shiny and more or less 
deep red object. Occasionally the posterior lip is 
equally involved, but asa rule it is of normal size and 
consistency. 

Hard oedema is generally less extensive, involving 
as a rule only a portion of the cervix. It is firm to the 
touch and its consistency resembles that of greasy 
leather. On inspection it has the appearance of a 
thick, violacious, almost black circle surrounding the 
fetal head. Its color is deeper than that of soft 
cedema, and the superficial portions are often 
necrotic. 

The authors have examined 11 cases of soft 
cedema and 3 of the hard variety. Histological 
examination shows dissociation of the connective 
tissue fibers by fluid in the interstitial substance. 
Leucocytes are present. Biopsies of the anterior and 
posterior lips in one case showed little difference ex- 
cept for absence of serous infiltration in the latter. 
In the case of hard oedema with rigidity a more 
marked difference was noted. The areas of eedema 
were less voluminous and the connective tissue mesh- 
work appeared to be compressed by intense vascular 
congestion with areas of diapedesis of erythrocytes 
and leucocytes into the tissue spaces. 

These 2 types of oedema represent extremes be- 
tween which many intermediate types can be recog- 
nized both clinically and histologically. They differ 
only in the degree of development of the serous in- 
filtration or hemorrhage. 

Many theories have been advanced to explain the 
pathogenesis of the condition on the basis of infection 
or uterine inertia. The authors reject them as either 
vague or insufficient. They believe that cervical 
cedema is"due*entirely to compression of the cervix 
between the fetal head and the pelvis. In their cases 
there were difficulties in engagement due to pelvic 


contraction, abnormal position of the fetus, or dis- 
proportion. They found contracted pelvis or a 
transverse position of the head in 65, a large fetus in 
12, a face presentation in 3, a brow presentation in 2, 
and a breech and shoulder presentation in 1 case 
each. In 11 cases the cause of the oedema was not 
ascertained. 

The authors state that cervical dystocia is asso- 
ciated most frequently with transverse position of 
the fetal skull, this being due usually to difficulties of 
engagement in a flat pelvis. With few exceptions, 
the cause of cervical oedema is a mild pelvic con- 
traction or disproportion. The oedema results from 
obstruction of the blood and lymph. It seldom 
occurs while the bag of waters is intact or the fetal 
skull rests above the superior strait. Compression 
of the cervix results only after the head enters the 
narrow pelvis. In the flat pelvis the anterior lip is 
compressed most often because the deflexed skull, 
lying in the transverse diameter of the inlet, presses 
upon the anterior arc of the pelvis. When the com- 
pression is prolonged the oedema is usually of the 
hard variety which may lead to necrosis and detach- 
ment of the anterior lip. In generally contracted 
pelves equal compression of the entire cervix leads to 
cedema of both lips and possibly to amputation of 
the entire intravaginal portion of the cervix. 

Harotp C. Mack, M.D. 


Ginglinger, A., and Tassovatz, S.: A Study Based 
on Twenty-Four Years of Conservative Low 
Cesarean Section (Etude sur  vingt-quatre 
années de césarienne basse conservatrice). Gynéc. et 
obst., 1934, 30: T5. 


During the twenty-four-year period from 1908 to 
1932 there was a gradual substitution of the low 
cesarean section for the classical operation and with 
it a change in the indications for the election of the 
former. In 28,736 deliveries at the University of 
Strassburg during this period 359 low sections were 
performed, but only 346 were recorded in sufficient 
detail to permit their inclusion in the authors’ dis- 
cussion. However, in the 13 excluded there was no 
maternal mortality. 

In the 346 cases reviewed there were 15 maternal 
deaths, a maternal mortality of 4.33 per cent. Six of 
the deaths were ascribed to peritonitis. Of these, 
5 occurred prior to 1927 when the indications for the 
operation were first modified. In the 148 cases in 
which the operation was performed in the period 
from 1927 to 1933 there was only 1 death from 
peritonitis whereas in the 199 cases in which it was 
performed in the period from 1908 to 1927 there were 
5 deaths from that condition. Also in the early 
period there were 3 cases of septicemia, 1 of which 
was complicated by peritonitis. Of the 6 other 
deaths in the total number of cases, 1 was due to 
bronchopneumonia and intrapartum hemorrhage 
which the authors attribute to the use of ether 
anesthesia and believe would not have occurred if 
spinal anesthesia had been employed, and 2 were 
due to bulbar paralysis following spinal anesthesia. 
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The authors conclude that the decrease in the 
maternal mortality has been due to: (1) more 
correct recognition of the indications for the opera- 
tion, which reduces the incidence of peritonitis and 
septicemia, (2) the abandonment of ether anesthe- 
sia in favor of spinal anesthesia with a resulting 
decrease in the incidence of bronchopneumonia, and 
(3) the prevention of shock and hemorrhage due to 
atony. They attribute the improvement largely to the 
use of the Kreis regime of ‘‘ medical accouchement” 
which reduces the necessity for intervention for pro- 
longation of labor due to inertia or uterine tetany. 
When a low cesarean section is done, conservative 
measures are employed only in the absence of in- 
fection. In infected cases, hysterectomy is per- 
formed. 

The fetal mortality in the 346 cases reviewed was 
6.3 per cent (23 deaths). In the 179 cases in which 
cesarean section was done because of contracted 
pelvis in the period from 1908 to 1927 the fetal 
mortality was 6.1 per cent (11 deaths), whereas in 93 
similar cases in which the operation was done in the 
period from 1927 to 1932 there was only 1 fetal death. 
The authors attribute the difference to the fact that 
according to their present practice the test of labor 
is.no longer unduly prolonged. 

The postoperative morbidity figures show that 
abdominal wound jabscess occurred in 71 cases, 
endometritis in 69, phlebitis in 21, pulmonary com- 
plications in 25, pelvic inflammations in 13, and 
bladder lesions in 4. Of particular interest is the fact 
that pulmonary lesions occurred in only 2.2 per cent 
of the cases in which the operation was performed 
under spinal anesthesia whereas they developed in 
9.8 per cent of the cases in which the operation was 
performed under ether anesthesia. 

The subsequent fertility of only 147 of the women 
could be determined. Eighty-nine became pregnant 
one or more times. Of these, 67 were again sub- 
jected to cesarean section, and in the cases of 31 of 
the latter sterilization was performed after the 
second section. While the authors did not observe 
uterine rupture through a defective scar in any of 
their cases of low cesarean section, they do not be- 
lieve that the low section provides absolute im- 
munity against this accident. 

Since 1932, low cesarean section has been done in 
32 cases of placenta previa with 1 maternal death. 


It was done also with good results in 10 cases of 
prolapse of the umbilical cord. 

The authors believe that the improvement in 
their results is due almost entirely to the manage- 
ment of their cases prior to the operation. The test 
of labor is not prolonged until infection is present 
and the uterus is not preserved when, in a case of 
infection, operation must be performed by the ab- 
dominal route. The death rate from infection is 
therefore considerably lowered. The proper manage- 
ment of dystocia due to abnormalities of the uterine 
contractions (inertia, tetany) by “‘medical accouche- 
ment” definitely reduces the number of cases in 
which caesarean section is necessary. Low caesarean 
section occupies just as important a place in their 
practice today as in the past, but is now much safer. 

Harotp C. Mack, M.D. 


Le Lorier and Mayer: Twenty-Six Obstetrical 
Anesthesias Induced with Evipan Sodium in 
the Maternity Hospital of Port Royal (Vingt- 
six anesthésies obstétricales par l’évipan sodique A 
la maternité de Port Royal). Bull. Soc. d’obst. et de 
gynéc. de Par., 1934, 20: 342. 


Evipan sodium is a barbituric acid salt. From its 
use for the induction of anesthesia in twenty-six 
cases of labor the authors draw the following con- 
clusions: 

1. Anesthesia induced by the intravenous injec- 
tion of evipan sodium is a satisfactory type of anws- 
thesia, but caution is necessary in the use of evipan 
sodium until more accurate knowledge regarding 
the toxicity of the drug has been acquired. 

2. In obstetrical practice the induction of evipan- 
sodium anesthesia should be limited to the cases of 
young women with good resistance whose pregnancy 
has been normal and who have never presented any 
symptoms suggesting cardiac, renal, or hepatic in- 
volvement. 

3. The anesthesia occurs immediately and _ is 
deep and of short duration. It is followed by no 
postanesthetic disturbances, and it does not affect 
the uterine contractions or the child. 

4. The dangers can be reduced to the minimum 
by selecting the cases properly, injecting the evipan 
sodium extremely slowly, and observing the patient’s 
reactions and reflexes closely. 

Isaac ANprussIER, M.D. 
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GENITO-URINARY SURGERY 


ADRENAL, KIDNEY, AND URETER 


Fuchs, F.: The Relation of the Physiology of the 
Upper Urinary Tract to Elimination Urography 
(La fisiologia delle vie urinarie superiori quale 
fondamento della urografia eliminazione). 
Urologia, 1934, 12: 65. 

The use of descending or elimination urography 
has without doubt contributed to an understanding 
of the physiology of the upper part of the urinary 
tract, that is to say, the renal pelves and the ureters. 
On the other hand, the results of elimination 
urography are very greatly modified by the physio- 
logical condition of this part of the urinary tract and 
elimination urograms do not necessarily give an 
accurate picture of existing conditions as the factors 
of diuresis and muscle tonus cannot be calculated. 
Changes in diuresis cause a change in muscle tonus 
which affects the images obtained. With the usual 
technique of elimination urography the filling of the 
bladder increases during the examination and it is 
impossible to determine the degree of filling. More- 
over, the volume of diuresis during the period of the 
examination is not known. Accordingly it is im- 
possible to know whether or not changes in the 
picture of the upper urinary tract are brought about 
by changes in tonus caused by diuresis. The fact 
that the bladder factor and the diuretic factor may 
act on the upper urinary tract in the same direction 
or in opposite directions introduces another cause of 
uncertainty. It must be borne in mind also that the 
concentration of the contrast medium in the urine 
varies during the course of the examination. 

A certain exposure time is necessary for roent- 
genography as the peristaltic wave in the ureter 
moves about 3 cm. per second. An exposure time of 
three seconds gives the appearance of a column of 
urine about 9 cm. long undergoing a uniform 
peristaltic movement. This may erroneously sug- 
gest a functional segmentation. By ‘functional 
segmentation” the author means a difference in 
tonus of different parts of the upper urinary tract 
brought about by changes in diuresis. These various 
factors often make it impossible to differentiate be- 
tween normal and pathological conditions in the 
upper urinary tract. To obtain reliable pictures, 
control of both the degree of filling of the bladder 
and of the conditions of diuresis is necessary and this 
is impossible as both of these factors vary during the 
time of examination. Avuprey Goss Morcan, M.D. 


Gilbert, J. B., and Macmillan, S. F.: Cancer of the 
Kidney. Ann. Surg., 1934, 100: 429. 
Gilbert and Macmillan add two more cases of 
primary squamous-cell carcinoma of the renal pelvis 
to the fifty-five previously reported, and discuss the 
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relationship of the condition toinfection, leukoplakia, 
and calculi. They advocate removal of these factors 
as a prophylactic measure. The treatment indicated 
is surgical removal and deep X-ray irradiation. 
Frank M. Cocuems, M.D. 


Moukharinsky, A.: Ureterocele (De l’urétérocéle) 
J. @urol. méd. et chir., 1934, 38: 5. 


The pathogenesis of ureterocele is still the subject 
of considerable controversy. According to the 
theory most generally accepted, the cause of the con- 
dition is a stricture or atresia of the vesical orifice of 
the ureter, but according to some urologists the 
presence of a valve behind the orifice, the angle 
formed by the ureter with the wall of the bladder, or 
insufficient muscular development of the intramural 
portion of the ureter is the sole cause or a contribu- 
tory cause. 

A stricture was found in all of the eight cases re- 
viewed by the author. In three cases, the ureterocele, 
even though bilateral, was not congenital but the 
result of inflammation or traumatism. Moukharin- 
sky believes that stricture is the factor of chief 
importance. He traces the development of uretero- 
cele in the presence of a stricture and gives a brief 
discussion of the various methods of treating the 
condition. Natuan A. Womack, M.D. 


BLADDER, URETHRA, AND PENIS 


Franceschi, E.: Technical Note on the Extraction 
of a Foreign Body from the Bladder by the 
Natural Route (Corpo estraneo vescicale. Estra- 
zione per le vie naturali. Nota di tecnica). Urologia, 
1934, 12: 83. 

A woman came for treatment for what had been 
diagnosed as uterine hemorrhage. She stated that 
she had introduced a semi-rigid sound of silk and 
rubber with an olive tip into the uterus to bring 
about abortion. Examination showed that the 
sound had been introduced into the urethra and was 
located in the bladder. Although it had been intro- 
duced only three days previously, it was heavily 
encrusted with phosphates. It was removed by 
dilating the urethra and neck of the bladder with a 
Hegar dilator and then turning the sound with the 
finger until it could be grasped with the forceps and 
removed. Auprey Goss Moraan, M.D. 


GENITAL ORGANS 


Morson, A. C., and Semple, J. E.: A Study of the 
Craftsmanship of the Harris Technique for 
Prostatectomy. Brit. J. Urol., 1934, 6: 207. 


The authors report forty cases in which prostatec- 
tomy was performed by the Harris technique with 
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two deaths. In none of the cases was it necessary 
to open the bladder for the control of secondary 
hemorrhage. The authors have observed that 
patients operated upon by the Harris method are 
much more fit during the first few days after the 
operation than similar patients operated upon by 
the Freyer or Thomson-Walker technique. 

Harris advocates a transverse incision, but the 
authors employ a vertical incision. Bilateral section 
of the vas is done and the seminal vesicles are washed 
out with a 1:60 solution of carbolic acid. 

Intra-urethral enucleation of the prostate is 
carried out. Hemorrhage is controlled and the floor 
of the urethra reconstructed as described by Harris. 
A urethral catheter is left in place and the bladder 
irrigated every hour for the first day. The bladder is 
either closed tightly or a small rubber suprapubic 
drain is left in. When tight closure is made, the 
suprapubic space is drained. 

By this method shock and hemorrhage are 
lessened and convalescence is shortened. 

Tueopuit P. Graver, M.D. 


Franceschi, E.: A Contribution to the Study of 
True Prostatic Calculi (Contributo allo studio 
della calcolosi prostatica vera). Arch. ital. di urol., 
1934, I1: 3606. 

A review of the literature reveals that true stones 
in the prostate are not common. The author reports 
a case in which a prostatic stone was removed. 

He states that stones may be present in the 
prostate for many years without producing clinical 
symptoms even when they are of the racemose type. 
They may develop independently of prostatism or 
with that condition. Often prostatism masks the 
presence of stones until congestive or infective 
factors result in mobilization of the stones with the 
production of symptoms due to irritation. Even the 
most accurate X-ray technique may fail to visualize 
the calculi, especially when they are situated deeply 
or are composed almost exclusively of urates. When 
mobilized, prostatic stones may be felt with the 
finger or an exploring sound. 

Surgical removal of these stones when they are 
causing symptoms is accomplished easily by the 
suprapubic route even when they are situated deep- 
ly. Asa rule it is possible to find a plane of cleavage 
representing the division between the zone of infil- 
trated tissue and the normal prostate. Occasionally 
it may be necessary to remove or incise an adenoma 
simultaneously. A. Louts Rost, M.D. 


James, T. G. I., and Matheson, N. M.: Observa- 
tions on Carcinoma of the Prostate. Brit. J. 
Urol., 1934, 6: 235. 


The authors report some unusual manifestations 
of carcinoma of the prostate which they found in a 
study of about fifty cases of that condition. In one 
case the carcinoma spread to the perineum where it 
formed an indurated lump the size of a walnut which 
was continuous with a stony hardness involving the 
proximal part of the corpus spongiosum. Another 


case presented nodules on the skin of the lower part 
of the abdomen and a nodule on the forehead. As a 
rule only the regional glands are involved early in 
carcinoma of the prostate, but in one of the cases 
reviewed involvement of practically every group of 
glands in the body was found on clinical examination 
and at autopsy. Bone metastases were found in 
nearly all late cases. The pelvis was the first bony 
structure attacked. Donatp K. Hisps, M.D. 


Mintz, E. R., and Smith, G. G.: Autopsy Findings 
in 100 Cases of Prostatic Cancer. New England 
J. Med., 1934, 211: 479. 


In the cases of early carcinoma reviewed no 
evidence of metastases was found. In the more 
advanced cases extension occurred most rapidly to 
the pelvic or retroperitoneal nodes, next most rapidly 
to the bladder and seminal vesicles, and least rapidly 
to the bladder and lymph nodes. Visceral metastases 
occurred most frequently in the lungs and liver. 
Osseous metastases were found in nearly 50 per cent 
of the cases. Donap K. Hipps, M.D. 


Aberle, S. B. D., and Jenkins, R. H.: Undescended 
Testes in Man and Rhesus Monkeys Treated 
with the Anterior Pituitary-Like Principle 
from the Urine of Pregnancy. J. Am. MM. Ass., 
1934, 103: 314. 

In the treatment of cryptorchidism a third pos- 
sibility has been presented, namely, the administra- 
tion of the anterior pituitary-like principle from the 
urine of pregnancy. In most mammals the testes 
can develop normally only in the scrotum. The 
sooner undescended testes are placed in the scrotum 
the better are the chances for normal function. 
Operative procedures have given satisfactory results 
in from 50 to 60 per cent of cases of cryptorchidism. 

In experiments reported by the authors, six 
monkeys were used, one of which served as a control. 
A total dose of approximately 2,500 rat units of the 
hormone from the urine of pregnancy was given to 
each. Complete descent of the testes occurred in one 
and partial descent in four. In the cases of partial 
descent the fascia about the vas deferens and sper- 
matic vessels was found to be short. 

The authors report also the intramuscular injec- 
tion of the hormone in the cases of five boys ranging 
in age from three to thirteen years. In the first 
case discontinuance of the treatment was rendered 
necessary by a marked febrile reaction after the 
administration of 150 rat units. In the second case 
there was no change in the position of the testis after 
the administration of 1,900 rat units, and nausea, 
vomiting, and pain in the inguinal region occurred 
after each injection of too rat units. In the third 
case the first injection was followed by fever and 
gastro-intestinal disturbances. The testis, scrotum, 
and penis increased in size, but there was no change 
in the position of the testis after the administration 
of 2,750 rat units. In the fourth case the testis 
descended to a midscrotal position after the ad- 
ministration of 4,525 rat units. In the fifth case, 
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in which there were two temporary reactions to the 
injections, the testis descended to the lower part of 
the scrotum after the administration of 1,700 rat 
units. In no case was there any change in the 
secondary sexual characteristics. 

Gupert J. Tuomas M.D. 


Rubinstein, H. S.: The Production of Testicular 
Descent with the Water-Soluble (Anterior 
Pituitary-Like) Fraction of Pregnancy Urine. 
Endocrinology, 1934, 18: 475. 


Until relatively recently there has been no method 
for the correction of undescended testicle except 
surgery. As surgery has not always been highly 
successful in lengthening the cord, the problem has 
been attacked from the medical standpoint. Schapiro 
and Engle had fair success in treating partially un- 
descended testicle by the injection of Aschheim- 
Zondek prehormone and extract of the anterior lobe 
of the pituitary gland. The successfully treated 
cases were those in which the testicles were in the 
inguinal canal. The author reports a case in which 
this treatment was successful when the testicles 
were intra-abdominal. 

The patient was a boy ten and a half years old. 
The family history was irrelevant. The patient was 
born at term and at birth weighed 8 lb., 14 0z. He was 
delivered with high forceps. He sat up at the age of 
five and a half months, stood at the age of eleven 
months, talked at the age of fifteen months, and 
walked at the age of sixteen months. His appetite 
during infancy was noticeably large and he became 
progressively more obese. According to his history 
he did not play boys’ games of physical prowess. 

Physical examination disclosed obesity of the 
pelvic and shoulder-girdle type. The fingers were 
tapering. On neurological examination the cremas- 
teric reflex was absent because of absence of the 
testicles from the scrotum. The penis was extremely 
small, only 114 cm. in length, and nearly buried in 
the fat of the mons pubis. The testicles could not be 
palpated in either the scrotum or the inguinal 
canals. There was a history of marked polydipsia, 
polyuria, nocturia, and enuresis. A diagnosis of dys- 
trophia adiposogenitalis and bilateral undescended 
(intra-abdominal) testicle was made. 

The patient was treated on an endocrine basis, 
being given daily intramuscular injections of the 
water-soluble fraction of pregnancy urine. After six 
injections the left testicle was found in the inguinal 
canal and the next day the right testicle was found 
in the inguinal canal. A few hairs then appeared on 
the mons. After treatment for three weeks the 
enuresis stopped. The injections were continued 
daily for two months and then given three times a 
week. After five months the left testicle was com- 
pletely in the scrotum, the right testicle was partially 
descended, the penis had increased to 4 cm. in length, 
and the child had taken up boys’ sports such as foot- 
ball. 

The author reports also experiments which he 
carried out on white rats to determine the effect of 


this hormone treatment on immature animals. The 
rats were all younger than forty days, the age at 
which testicular descent occurs in that species 
Controls were used for each group. The duration oj 
the treatment ranged from thirteen to twenty-nine 
days. At the end of the treatment the animals were 
killed and weighed and the testicles, penis, anc 
pituitary gland were carefully dissected out and 
weighed. In all of the treated animals these organs 
were larger and heavier than in the control animals. 
The seminal vesicles of the treated animals wer 
found distended, but no spermatozoa were discovered 
D. Hormes, M.D. 


Henline, R. B.: The Differential Diagnosis and 
Treatment of Tumors of the Testicle. J. Uroi., 
1934, 32: 177. 

The rapid progress and unfavorable prognosis o! 
testicular tumors makes early diagnosis imperative 
In cases of testicular swelling in men between th 
ages of twenty and fifty years, with or without a 
history of trauma or infection, malignancy should tx 
suspected. In the presence of malignancy the testicl: 
is large and firm, and occasionally nodules or areas 0! 
softness are palpable. The tumors are freely movab|: 
and not sensitive to gentle pressure. Hydrocele 0: 
hematocele may mask the tumor, necessitating 
aspiration before the testicle can be palpated prop 
erly. Blood-stained fluid in the tunica vaginali: 
indicates invasion of the epididymis. In early case 
the cord is normal or only slightly indurated. .\ 
gumma may be differentiated by a positive Wasser 
mann reaction or a week of antiluetic therapy. In 
tuberculosis, primary involvement of the epididymi 
occurs early and there is later sinus formation. Thi 
epididymis is nodular, and the vas is often bead-like 
In many cases the seminal vesicles and prostate arc 
involved. 

Gummatous, tuberculous, other scrotal 
lesions have frequently been confused with testicular 
tumor. Occasionally they have been needlessly re 
moved or valuable time has been lost before th 
institution of proper treatment. With the discover, 
of the sex hormone of the anterior lobe of the 
pituitary gland (Prolan A) in the urine of men with 
testicular tumor, a correct diagnosis may be made 
promptly. By quantitative estimation of the Prolan 
A excreted, not only the presence of a tumor but also 
the type of the neoplasm may be determined before 
treatment is instituted or biopsy is done. The radio 
sensitivity of the tumor may also be determined in 
this way. First, the original amount of Prolan A 
excreted is determined. The tumor, groin, and lower 
abdomen are then exposed to a full skin-erythem: 
dose of high-voltage X-ray irradiation. If the 
hormone output drops sharply after the irradiation 
the tumor is radiosensitive and the prognosis is good, 
but if the quantity of Prolan A excreted is not great, 
affected the prognosis is unfavorable and radio 
therapy will probably be futile. When under the 
latter circumstances there are no demonstrable 
metastases, the testicle may be removed and thi 
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abdominal lymph glands resected. Only after radical 
surgery has been done should further palliation be 
tried. Recurrences and metastases cause an increase 
in the excretion of Prolan A even before they are 
manifested clinically. The progress of the disease 
and the results of treatment may be followed by re- 
peated estimations of the amount of Prolan A in the 
urine. 

For clinical purposes testicular tumors may be 
classified as radiosensitive and radioresistant. In 
cases of radiosensitive tumors the neoplasm should 
first be exposed to a full skin-erythema dose of high- 
voltage X-ray irradiation or, better, the divided dose 
technique of Coutard should be applied to the 
primary tumor, the inguinal region, and the lower 
part of the abdomen. From four to six weeks later 
the testicle should be removed, the cord first being 
separated high up in the inguinal canal to prevent 
the dissemination of tumor cells. By repeated 
examination of the urine for re-appearance of Prolan 
A, metastases may be recognized and further 
irradiation instituted early. 

After the same exposure of high-voltage X-ray 
irradiation, radioresistant tumors are ascertained to 
be such from the absence of a sharp decrease in the 
excretion of Prolan A. If no demonstrable metas- 
tases are present, castration and the Hinman- 
Chevassu operation for radical removal of the ab- 
dominal chain of lymph glands on the affected side 
should be done. When metastases have been formed, 
palliation may be attempted with radium packs and 
high-voltage X-ray therapy, but the prognosis is 
poor. Louts NEuwett, M.D. 


Ceccarelli, G.: Malignant Tumors of the Testicle. 
Histopathological and Clinical Considerations 
(Su alcuni tumori maligni del testicolo. Con- 
siderazioni istopatologiche e cliniche). Arch. ital. di 
chir., 1934, 37: 341. 


Ceccarelli reports studies he made on tumors of 
the testicle with special regard to their histogenesis. 
He reports the clinical histories of ten cases of 
testicular tumor, presents photomicrographs of 
testicular neoplasms of various types, and reviews 
some of the clinical peculiarities of these tumors. In 
discussing the treatment he emphasizes the value 
of irradiation. He believes that seminomata are 


epitheliomata developing from the linea seminale. 
Among the tumors he reports there was one with a 
structure similar to that of a chorionepithelioma and 
a perithelial sarcoma containing small islands of 
cartilage. After reviewing the various theories of 
the histogenesis of tumors of the testicle, Ceccarelli 
concludes that the Roncali-Ewing theory is the most 
tenable. The article has an extensive bibliography. 
EuGene T. Leppy, M.D. 


Robertson, J. P., and Gilbert, J. B.: Coexistent 
Cancer and Tuberculosis of the Testicle. A 
Case Report and a Complete Review of the 
Literature. J. Urol., 1934, 32: 201. 


Following an uneventful recovery from pneu- 
monia, the patient whose case is reported requested 
consultation because of a symptomless tumor mass 
in the right side of tiie scrotum which had been 
present for four or five years. ‘There was no history 
of trauma. 

The general examination was negative. The right 
seminal vesicle was found slightly thickened. ‘The 
upper border of the left lobe of the prostate was 
slightly firmer than normal. The urine showed 
albumin and pus cells, but no acid-fast bacilli. Re- 
peated Wassermann tests were negative. 

In the right side of the scrotum there was a large, 
hard, irregular nodular mass about five times the 
size of the normal testicle. The area of the epididy- 
mis felt large, hard, and nodular. At the normal site 
of the testicle there was a mass twice the size of the 
normal testicle which was hard and slightly irregu- 
lar. The cord was normal. ‘The findings were not 
typical of either tuberculosis or tumor of the epididy- 
mis or testicle. 

At operation, the testicle was found very hard and 
nodular. It could not be differentiated from the 
epididymis. The cord appeared normal. A diagnosis 
of malignant tumor was made and orchidectomy was 
done. 

The histological diagnosis was tuberculosis and 
embryonal carcinoma of the testicle. 

The authors emphasize the difliculty in the 
diagnosis in the atypical case. They state that in 
doubtful cases exploration or irradiation should be 
done. They urge routine use of the Ascheim-Zondek 
test. D. M.D. 
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SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Fraser, J.: Acute Osteomyelitis. Brit. M.J., 1934, 
2: 539. 


The author suggests that the localization of an 
abscess in the bone marrow, although creating “a 
difficult and regrettable situation so far as the local 
infection and suppuration are concerned” may have 
a salutory effect as it may be the body’s method of 
producing a defensive area from which the factors of 
immunity may be developed. He argues that a 
general blood-borne infection may have less serious 
consequences if the infection becomes localized in a 
bone abscess. As there is a growing belief that the 
reticulo-endothelial tissue is one of the most im- 
portant defensive mechanisms of the body, the fact 
that this tissue is concentrated in the metaphyseal 
areas of the long bones explains the frequency of the 
localization of bone infection in those areas. 

In discussing the operative treatment of acute 
osteomyelitis Fraser states that he is conservative. 
Ile advocates the Starr technique though in a form 
even less extensive than that advised by Starr. He 
is disappointed with the gutter operation and is 
opposed to all of the more radical procedures with 
wide débridement or subperiosteal resection. In the 
bone involved by acute osteomyelitis he makes 
numerous -in. drill holes up to the healthy bone 
area, using a freshly sterilized drill for each hole to 
avoid extending the infection. The wound in the 
periosteum and soft tissue is left entirely open and 
lightly packed with sterile gauze soaked in a solution 
of liquid paraffin, acriflavine, and potassium citrate. 
The limb is then immobilized in plaster for two 
weeks. At the end of that time a dressing is done 
under anaesthesia, the wound repacked, and plaster 
applied for from four to six weeks. On removal of 
the plaster the wound is re-examined, any sequestra 
formed are removed, and an attempt at partial 
closure is made. 

In fifty-six cases treated by Fraser in the last 
twelve years there were thirteen deaths, a mortality 
of 23.2 per cent. In the fatal cases there had been a 
progressive septicemia which ultimately changed to 
a pyamia with secondary abscesses in the voluntary 
muscles, subcutaneous tissues, heart, lungs, and 
brain. Ropert C. Lonercan, M.D. 


Gamboa, M.: Sclerosing Osteomyelitis (Osteomiclitis 
esclerosante). Bol. y trab. Soc. de cirug. de Buenos 
Aires, 1934, 18: 227. 


The author reports a tumor involving the upper 
half of the left tibia of a boy fourteen years old. 
Roentgenograms disclosed a sclerosing fusiform 


lesion joining the cortex. Before the patient con- 


sulted Gamboa he had been given intensive anti- 
syphilitic treatment in spite of the absence of sero- 
logical and other clinical evidence of syphilis. This 
treatment had negative results. Gamboa removed 
the area of sclerosis surgically. The operation was 
followed by almost immediate relief, and twenty 
months later the patient was apparently cured. 

In Gamboa’s opinion, this was a case of the 
sclerosing osteomyelitis described by Garré. 

The disease usually occurs in the last years of 
childhood. It is more frequent in boys than in girls 
and affects the bony diaphysis, especially that of the 
tibia. There may be multiple lesions. The area of 
bone affected hypertrophies with considerable 
thickening and proliferation of the cortex and forms 
a solid mass which invades and narrows the medul- 
lary canal, in some cases obstructing it completely. 

The onset of the condition may be insidious or 
acute with local pain and elevation of the tempera- 
ture. The pain is usually aggravated at night. Asa 
rule there is an appreciable tumefaction and at times 
a slight oedema of the soft parts. 

The roentgenogram shows widening and an in- 
crease in the density of the diaphysis. The outline 
of the lesions is smooth and regular. The medullary 
canal may be narrowed or obstructed. 

The prognosis is uncertain. The symptoms may 
subside spontaneously even though normal bone 
structure may not be obtained. The most satis- 
factory treatment is surgical. The operation may 
consist in the formation of multiple bores through 
the lesion into the medulla or resection of the 
affected area of bone. W. H. Martinez, M.D. 


Bernardini, R.: Roentgen Examination of Brodie’s 
Chronic Bone Abscess (L’indagine radiologica 
nello studio degli ascessi cronici delle ossa—Brodie). 
Clin. chir., 1934, 10: 797. 


In 1824 Brodie found, after amputating a leg, that 
the operation was unnecessary as the condition was 
merely a bone abscess. Thereafter, to prevent an- 
other such error, he spent twenty years in a study of 
bone abscess and wrote a detailed description of 
chronic bone abscess. Many abscesses to which the 
term “ Brodie’s chronic bone abscess” has been ap- 
plied do not belong to that classification. Brodie 
described only abscesses which are chronic from the 
beginning and caused by pus cocci of attenuated 
virulence, whereas many of the abscesses described 
as Brodie’s abscess in the literature were abscesses 
due to acute osteomyelitis which had become chronic 
in the later course of that disease. Brodie stated 
that the abscesses he described were located chiefly 
in the metaphyses of the long bones and caused 
— intermittent pain with exacerbations at 
night. 
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The author reports six abscesses which he thinks 
were of the Brodie type although they were not all 
located in the metaphyses. He supplements the case 
histories with roentgenograms. He believes that the 
designation ‘ Brodie’s abscess” should include all 
chronic bone abscesses with a slow course which are 
caused by bacteria of attenuated virulence, whether 
they are located in the metaphysis or epiphysis or 
occur beneath the periosteum. He states that these 
abscesses never affect the marrow for if the process 
reaches the marrow an acute osteomyelitis develops. 

Auprey Goss MorcGan, M.D. 


Bonola, A.: The Clinical, Roentgenological, and 
Histological Picture of Dyschondroplasia (II 
quadro clinicao, radiografico ed istologico della 
discondroplasia). Chir. d. organi di movimento, 1934, 
19: LO. 

In 1899 Ollier described as ‘‘dyschondroplasia” a 
pathological entity characterized by irregularity of 
development, evolution, and distribution of cartilage 
in bone. The disease is associated with an abnormal 
and atypical proliferation of cartilage, both intra- 
medullary and subperiosteal. It occurs most fre- 
quently near the epiphyses of the long bones and is 
usually unilateral. The strictly unilateral type is 
now referred to as the ‘Ollier type.’’ Only thirty- 
three cases of the Ollier type have been recorded. 

The pathogenesis of dyschondroplasia is not 
known. Among the many factors to which the dis- 
ease has been attributed are disturbances of the 
developing cartilage in utero; dysfunction of the 
endocrine glands, particularly the thyroid and sex 
glands; disturbances of the sympathetic and central 
nervous system; and disturbances of the sympathetic 
nerve supply to the nutrient artery of the bone. 

The author reports six cases in detail. The 
patients were males ranging in age from one to 
fifteen years. There was no evidence of a hereditary 
factor, syphilis, tuberculosis, or a change in the 
sympathetic or central nervous system. One patient 
was an epileptic. All of the patients were normally 
nourished and developed in infancy. Dental 
dystrophy and blue sclera were common. One 
patient presented facial asymmetry with the less 
developed parts on the side of the dyschondroplasia. 

The development of the clinical picture may be 
divided into three stages: the initial, the evolu- 
tionary, and three gressive. In the initial stage the 
extremity gradually becomes noticeably shorter. In 
the lower extremity the shortening becomes clinically 
evident between the third month and the fourth 
year, and in the upper extremity between the third 
and ninth years. Often there is no enlargement of 
the metaphyses and no disturbance of motility. 
Subjective symptoms are absent. In this stage X-ray 
examination is essential for the diagnosis as without 
it the condition is usually mistaken for rickets. The 
lesions are most anarked and most frequent in the 
more rapidly growing metaphyses, i.e., the distal at 
the elbow and the proximal at the knee. In the upper 
extremity they are often found at the radio-ulnar 


metaphyses and as a rule only one of the two bones 
is involved, 

During the evolutionary stage of the condition the 
metaphyseal lesion extends and the deformity be- 
comes increased. The difference in growth results in 
a difference in length. Simultaneously, the mass at 
the metaphysis increases in size. Both changes are 
progressive. 

During the period of involution there is complete 
arrest of the growth of the extremity. The meta- 
physeal tumefaction decreases in size as it ossifies, 
but the deformity and shortening persist. 

Complications, which are not infrequent, include 
pathological fractures, which often follow an in- 
significant trauma and heal slowly, and the develop- 
ment of associated enchondromata, especially in the 
bones of the hand. 

Roentgen examination should include the entire 
skeletal system. As a rule all the metaphyses and 
epiphyses of one side are involved from the be- 
ginning. In about 50 per cent of the cases the 
condition is unilateral. In the bilateral cases one 
side is involved much more than the other. The 
changes occur most frequently in the metaphyses of 
the long bones and in cortical bone. In the initial 
period there are small oval transparent areas sur- 
rounded by more compact bone. The cartilaginous 
bodies are distributed according to the trabecular 
architecture and the distribution of the blood vessels 
in the metaphysis. In rare instances the marginal 
lesions are not bounded by cortical bone and have 
the appearance of excavations in the bone. Gradual- 
ly, in the period of evolution, contluence of the in- 
dividual lesions occurs with an increase in the size 
of the cartilage often associated with complete dis- 
appearance of the trabecular markings. ‘The in- 
volutionary changes include calcification in the 
cartilaginous masses and an intense periosteal 
osteogenesis which tends to delimit, circumscribe, 
and replace the newly formed cartilage. 

The author discusses the histological changes on 
the basis of biopsy specimens studied during the 
different stages of the disease. ‘The process consists 
essentially of a slow proliferation of cartilage with 
destruction of bone and the later occurrence of cal- 
cification and degenerative changes in the cartilage. 
The healed stage is reached between the ages of 
twelve and sixteen years, at which time there is 
complete arrest of growth in the extremity. 

The treatment is not well developed. No medical 
cure is known. Corrective shoes may be used early. 
After healing and arrest of growth various corrective 
operations may be indicated. Operations to arrest 
the growth of the normal extremity may be con- 
sidered early. 

To explain the new cartilage growth the author 
suggests that the cartilage in the epiphyseal region 
may lose the power to become bone and as the result 
its growth becomes uncontrolled. The occurrence of 
the condition during puberty suggests that enchon- 
dral ossification may be hindered by an endocrine 
disturbance. A. Louts Rost, M.D. 
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Mauro, M.: Arthritis in Hemophilia. A Contribu- 
tion on Its Pathogenesis, Clinical Aspects, and 
Treatment (Le artriti emofiliache. Contributo allo 
studio patogenetico, clinico e terapeutico). Arch. 
ital. di chir., 1934, 13: 571. 

The author reviews briefly the pathogenesis and 
clinical picture of hemophilia. He states that 
hemarthrosis, one of the severe complications of this 
disease, may develop after the slightest trauma or 
even spontaneously. It may occur in any joint, but 
is most common in the knee. Of thirteen cases of 
hemophilia observed by the author, three had 
articular manifestations. Mauro reports a case of 
typical hemophilia with severe changes in the soft 
tissues of the foot in which he operated with a good 
result. In discussing the surgical treatment of the 
disease he emphasizes the value of transfusion and 
injections of blood serum supplemented by folliculin, 
pituitary extract, hypotonic salt solution, and 
calcium. Eucene T. Leppy, M.D. 


Milch, H.: So-Called ‘Primary’? Tuberculosis of 
Muscle. Am. J. M. Sc., 1934, 188: 410. 


The case reported by the author was that of a 
woman twenty-eight years old who was admitted to 
the hospital with a swelling behind the left knee. 
The patient had been under observation for many 
years because of Pott’s disease with collapse of the 
lower thoracic vertebra. About ten years ago she 
developed symptoms in the right knee and a plaster- 
of-Paris bandage was applied with resulting stiffness 
of the joint. Pain and enlargement of the left knee 
began without apparent cause about one year before 
she consulted the author. 

Examination of the left knee revealed, below the 
medial condyle of the tibia, a tense elliptical semi- 
elastic swelling 10 cm. long from which no fluid was 
evacuated on aspiration. When excised, the mass 
was found to be localized to the inner head of the 
gastrocnemius muscle. No connection between it 
and the knee joint could be discovered. The opera- 
tion was followed by uneventful recovery. 

Pathological study of the excised mass disclosed 
the gross and microscopic picture of tuberculosis. 
In a review of the literature up to 1932 Hanke 
found the reports of fifty-five cases of tuberculosis of 
muscles in which the condition did not occur by 
direct extension. In most of the cases muscles of the 
extremities were involved. These included the 
quadriceps, gluteus, palmaris longus, biceps, triceps, 
flexors and extensors of the fingers, and abductor 
pollicus. Among the muscles less frequently involved 
were the sternomastoid, pectoralis, rectus abdominis, 
and lumbar muscles. Rupovpn S. Retcu, M.D. 


Bravo y Diaz-Cajiedo, J.: Malacias of the Navicular 
Bone of the Wrist (Malacias del hueso escafoides 
del carpo). Arch. de med., cirug. y especial., 1934, 
15: 921. 


The author reports three cases of malacia of the. 


navicular bone of the wrist, supplementing the 
histories with roentgenograms. He states that 


malacia of the wrist affects chiefly the lunate and 
navicular bones and the former much more fre- 
quently than the latter. It generally develops in 
healthy men and is more common in the right than 
in the left wrist. The subjects are generally between 
twenty and thirty years of age and rarely younger 
than seventeen. The majority are manual workers. 
In about 50 per cent of cases there is a history of 
trauma. The lesion is often caused by falling with 
the hand in extension. In some cases it is caused by 
frequently repeated slight traumata. Occasionally 
it begins without known cause. 

The first symptom is pain on movement of the 
joint and on pressure. Pain over the anatomical 
snuff-box is characteristic. Sometimes percussion of 
the first and second metacarpals is painful. Lateral 
pressure is painless. The movements of the joint 
gradually become limited. There is slight swelling 
over the bone due to reactive cedema around the 
bone. In the beginning the roentgenogram shows a 
normal structure. In some cases a fine fracture line 
can be seen. Frequently this is apparent only in the 
radio-ulnar projection. After some months gross 
changes appear in the structure of the bone. There 
is a diffuse enlargement of the bone which becomes 
evident only when the involved bone is compared 
with the bone of the normal wrist. There are 
alternating clear and opaque zones. Finally a se- 
questrum may be formed. After a while all or a 
part of the bone breaks down. Later, new bone is 
formed, the clear areas disappear, and the bone 
takes on a normal structure though it is smaller. 

The course of the disease is very chronic. As the 
condition generally does not cause very severe 
symptoms the bone is rarely extirpated for histolog- 
ical examination. Recently it has been extirpated 
in certain cases to prevent arthritis deformans. 
Histological examination in such cases has shown a 
necrotic central area bounded by a connective tissue 
capsule containing giant cells which invades the 
necrotic part and brings about new formation of 

ne. 

The author discusses the various theories with 
regard to the cause of the disease. None of them has 
been definitely proved. The fractures may be 
secondary to the disease rather than the cause of it. 

Roentgenograms of the navicular bone are best 
taken in the dorsopalmar projection with maximum 
lateral flexion of the hand toward the ulnar side, the 
thumbin slight abduction, and the central ray focused 
on the navicular bone. This position prevents super- 
position of other bones which, in the usual projection, 
interfere with a clear picture of the navicular bone. 
The normal side should always be examined at the 
same time. 

In some cases treatment by immobilization and 
rest for from six to eight weeks is sufficient, but in 
order to prevent complication by arthritis deformans 
extirpation of the bone is sometimes performed. One 
of the author’s cases was treated successfully by 
perforation of the bone. This procedure gives exit 
to the effusion within the bone, opens up routes for 
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the penetration of newly formed vessels which is 

necessary for regeneration of the bone, and places 

the periosteum in contact with the bone marrow. 
AupREY Goss Morgan, M.D. 


Zampetti, M.: Acute Osteomyelitis of the Ribs 
Caused by Ordinary Pus Cocci (Ulteriore con- 
tributo allo studio dell’osteomielite acuta delle coste 
da comuni piogeni). Clin. chir., 1934, 10: 727. 

The author reports 10 cases of acute osteomyelitis 
of the ribs which he treated in the last ten years and 
summarizes briefly in tabular form 92 cases which he 
collected from the literature. He was able to find 
only about too cases in the literature. He attributes 
the paucity of reports of the condition to the fact 
that the diagnosis is very difficult and is generally 
not made until operation is performed. He believes 
it possible that many mild cases are not diagnosed at 
all, and that many surgeons do not report their cases, 
particularly when the original diagnosis was errone- 
ous and the operation was simple. 

Roentgen examination does not give characteristic 
findings. It is always difficult and often impossible 
to demonstrate that a thoracic or lumbar abscess 
originates from osteomyelitis of the ribs. Chemical 
and biological methods are of little aid in the 
diagnosis. The abscesses are usually caused by the 
staphylococcus pyogenes aureus. They occur most 
frequently in children and in the seventh rib. 

A sequestrum was formed in 26 of the 92 cases 
which the author collected from the literature and in 
4 of his own 10 cases. 

The prognosis is good. The mortality is about to 
per cent and always due to sepsis or pyemia. It 
could be reduced if the diagnosis could be made early 
before sepsis begins. | Auprey Goss Morcan, M.D. 


Uhrmacher, F.: Variations of the Skeleton of the 
Foot as a Basis of Foot Disorders (Varietaeten 
des Fussskelets als Grundlage von Fussbeschwerden). 
Ztschr. f. orthop. Chir., 1934, 61: 180. 


In cases in which, in spite of the best inserts and 
careful treatment for weak foot or flat-foot there 
were still disturbances of gait and typical pains lo- 
calized to the medial side of the tarsal navicular bone 
roentgenography revealed an enlargement of the 
navicular tuberosity. In the cases of children and 
adolescents this was demonstrated also by palpation. 
The tuberosity was bent into a horn shape and lay 
posteriorly around the talus. Just like a true os 
tibiale externum, the horn-shaped navicular bone 
lifted the tendon of the tibialis posticus from its 
normal bed and forced it into an almost straight 
. upward course. Among 200 cases of foot trouble 
due to various infections and bone changes which 
were admitted to the author’s clinic in 1933 there 
were 32 cases of unilateral or bilateral os tibiale 
externum of varying size, 2 cases of os peroneum, and 
1 case of calcaneus secundarius. 

The author believes the frequency of os tibiale 
externum to be 16 per cent. Whereas formerly the 
treatment was usually conservative, today, es- 


pecially in the cases of children and adolescents, the 
restoration of physiological conditions is accom- 
plished by operative means. Most of the patients 
are in the second and fourth decades of life. In 
adolescents, growing pains are frequent. According 
to recent investigations, the os tibiale externum de- 
velops not only gradually by growing out of the 
tendon of the tibialis posticus to form an independent 
accessory bone, but develops also upon a chondroid 
or fibrocartilaginous as well as a hyaline cartilaginous 
base in this tendon. This site becomes ossified as the 
result of the penetration of blood vessels and the 
formation, in the center, of cortical bone which re- 
places the peripheral fibrous bone. There is never 
any joint between the navicular bone and the os 
tibiale externum. During the first decade of life the 
union consists of the tendon of the tibialis posticus 
and later of chondroid or fibrocartilaginous or 
connective tissue or fusion of the 2 bones. 

Some orthopedists, among them Latten, have re- 
garded the connecting bridge between the navicular 
bone and the os tibiale externum as the cause of the 
symptoms and accordingly have interpreted the 
pains as growing, dragging, or shearing pains. In 
contrast to Francillon who concluded that the pains 
develop in the “joint” between the navicular bone 
and the os tibiale externum as the result of the weak 
foot, the author believes that painful metamorphio- 
proliferative processes of the islands of cartilage 
occur in the region of the joint with increased 
growth of the organism. In the cases reviewed 
arthritic changes were never found. The tendon of 
the tibialis posticus, which was usually lifted from 
its bed, was displaced upward. The sustentaculum 
projected prominently under the medial horn of the 
navicular bone as a small protuberance. In the 
distal portion of the tendon, there were dragging 
pains which in some cases were associated with a 
locally circumscribed tendovaginitis. Because of the 
swelling and reddening, an incorrect diagnosis of 
infected foot was sometimes made. As a result of the 
increasing torsion of the calcaneus, the talus slips 
under the tendon downward and inward and painful 
flat-foot develops. 

For relief, the author recommends extirpation of 
the os tibiale externum or chiselling off of the horn 
according to the operative method of Schede. An 
arch-shaped skin incision is made over the lower 
border of the navicular bone and another skin 
incision along the tendon of the tibialis posticus. 
The tendon sheath is then opened and the aponeuro- 
sis of the posticus separated from the os tibiale exter- 
num with a thin lamella of bone. The superfluous bony 
parts of the latter and those of the horn are chiselled 
off. The tendon sheath of the flexor hallucis is 
opened for a distance and the tibialis posticus is re- 
introduced so that it again runs under the sustentac- 
ulum tali. Asa result of the plantar displacement of 
the aponeurosis, the tibialis posticus acquires the 
proper tension. 

On completion of the operation the foot is placed 
in a plaster cast in slight adduction and supination. 
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Weight-bearing is allowed after from four to six 
weeks. In some cases a high insert must be worn for 
six months. The after-treatment is the same as for 
contracted flat-foot. 

The operation is usually done in the second or 
third decade of life. In the cases of small children a 
trilobed insert is usually sufficient, but in those of 
older patients an individually suitable insert must be 
worn and, in addition, treatment of the foot is 
necessary. 

The site of the disturbance is shown by roent- 
genograms and a drawing. 

(H. ENGEL). Louts NeuweE ct, M.D. 
SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Milch, H., and Raisman, V.: Arthrotomy of the 
Knee Joint. Ann. Surg., 1934, 100: 357. 


Of 250 cases in which arthrotomy of the knee 
joint was done, postoperative infection occurred in 
13 (5.2 per cent). In the cases in which the Lane 
technique or a modification thereof was used, the 
incidence of postoperative infection was 3.3 per 
cent, and in those in which ordinary surgical pre- 
cautions were followed it was 4 per cent. With 
regard to the relation of the experience of the sur- 
geon to the incidence of postoperative infection it 
was found that the frequency of infection varied 
indirectly with the surgeon’s experience, regardless 
of the technique employed. The authors conclude 
that reliance on the Lane technique is illusory and 
“adherence to itS ceremonials superfluous.” 

The reviewed cases show also that the duplicate 
skin preparations are unnecessary, the incidence of 
postoperative infection after the single preparations 
being 3.6 per cent whereas after the double prepara- 
tions it was 7.7 per cent. However, the duration of 
the operation seemed to have some relation to the 
frequency of postoperative infection. When the 
operation lasted less than forty minutes the inci- 
dence of infection was 3.7 per cent, whereas when 
the operation lasted over forty minutes it was 9.1 
per cent. Infection was more frequent in cases in 
which a longitudinal incision was used than in those 
in which a transverse or split-patella incision was 
employed. The more extensive operations such as 
synovectomy and repair of the crucial ligaments 
were, of: course, followed by infection more fre- 
quently than the simple procedures. 

The authors conclude that the fear of opening the 
knee joint which is based on the poor results of 
operations performed many years ago is no longer 
justifiable. Artur Ciark, M.D. 


FRACTURES AND DISLOCATIONS 


Murray, C. R.: The Healing of Fractures. Its 
Influence on the Choice of Methods of Treat- 
ment. Arch. Surg., 1934, 20: 446. 


The author discusses the modern conception of 
fracture healing in its relation to the clinical care of 


fractures. The following problems, of academic 
interest, are covered in the bibliography: (1) the 
existence or non-existence of specific bone-forming 
cells or osteoblasts; (2) the occurrence or non 
occurrence of metaplasia of connective tissue cells 
into osteoblasts ‘‘on demand”’; (3) what connective 
tissue cells, if any, are capable of such metaplasia. 
(4) whether a cell of any kind has an active specific 
part in the process; (6) the existence of a specific pre 
osseous substance or matrix; (7) the presence or 
absence of enzyme activity in the mechanism of 
calcium deposition; and (8) the source of an 
enzyme involved. 

In the body of the article Murray discusses: 
(1) observations sufficiently well supported to be 
applied clinically, (2) the supportive evidence, anc 
(3) the influence of these observations on the treat 
ment. 

The observations cited are: (1) the nature of the 
healing process, (2) variations in the character ani 
amount of healing and the local nature of the factor: 
involved—local pathological changes, granulation 
tissue growth, the local source of calcium, and the 
hydrogen-ion concentration of the tissue fluid; and 
(3) the lack of influence of factors involving the 
individual as a whole. 

The author gives his opinions as to how methods 
of treatment can affect the various factors cited ani 
the nature of the benefit. 

BARBARA B. Stimson, M.D. 


Peyton, W. T., Copenhaver, W., and Arey, L.: 
A Quantitative Study of the Rate of Healing in 
Bone. II. The Normal Rate of Healing. Arc/: 
Surg., 1934, 29: 465. 

The authors report experiments which they carrie: 
out on rabbits to establish the normal rate of healing 
definitely in order that they might be able to esti 
mate the amount of variation produced by factor. 
supposed to influence bone healing. They propose 
to check their results by another series of experi 
ments in which a greater number of factors will be 
held constant. 

The experimental method used has been describe: 
previously. In determining the return of strength in 
healing bone, the tensile strength, resistance to 
torsion, and resistance to bending were measured. 
The fractures were produced in the ulna of one ley 
and the ulna of the opposite leg was used as a con 
trol. 

The results with regard to each of the factors and 
the weight of the bone are carefully analyzed an: 
shown in graphs and tables. 

It was found that, as regards tensile strength, 
healing was complete by approximately thirty days 
after the fracture, but within the limits of the ex 
periment the broken bone never completely regaine:! 
a tensile strength equal to that of the control bone 
of the opposite leg. The resistance to torsion an‘! 
bending was completely regained by approximate!) 
sixty days after the fracture. 

BarBarA B. Stimson, M.D. 
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Haldeman, K. O., and Moore, J. M.: The Influence 
of a Local Excess of Calcium and Phosphorus 
on the Healing of Fractures: An Experimental 
Study. Arch. Surg., 1934, 29: 385. 

The authors first review the recent literature on 
the influence of calcium and phosphorus locally and 
in the blood on the healing of fractures. They then 
report the results of experiments on rabbits in which 
they filled operative defects between 0.5 and 1 cm. 
long in the radius with tricalcium, dicalcium, and 
monocalcium phosphate and calcium glycero- 
phosphate and used the opposite leg with a similar 
but untreated defect as a control. Two of the 
seventeen rabbits died during the first week after the 
operation. Of the remainder, healing was delayed in 
five and uninfluenced in seven. Three of the rabbits 
in which tricalcium phosphate was used eventually 
showed complete union on the treated side whereas 
the control defects resulted in non-union. In none 
of the experiments did the presence of monocalcium 
or dicalcium phosphate or of calcium glycero- 
phosphate have a favorable influence. 

The article contains roentgenograms and photo- 
micrographs. Barpara B. Stimson, M.D. 


Lagomarsino, E. H.: Subsequent Changes in the 
Congenitally Dislocated Hip Reduced by the 
Paci-Lorenz Method (Evolucién de la cadera 
reducida en los luxados congénitos tratadoes con el 
método de Paci-Lorenz). Rev. de orthop. y traumatol., 
1934, 3: 359. 


Changes in the congenitally dislocated hip follow- 
ing its reduction depend upon: (1) the time at which 
the reduction is done, (2) correct centering of the 
cephalic ossifying nucleus until there is perfect 
retention by reconstruction of the acetabular roof, 
(3) the gentleness and smoothness of manipulation 
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during reduction and subsequent handling, (4) the 
reconstructive power of the reduced hip, and (5) the 
extent of osteochondral changes instituted by the 
reduction. To a certain extent the last two factors 
are governed by the first three. There are no in- 
fallible signs upon which an accurate prognosis can 
be based. 

The reduced hip frequently presents changes of 
enchondral ossification, especially in the epiphyseal 
nucleus. A study of this ossifying center shows two 
principal groups of changes. In the first group are 
the decalcifications and simple changes of enchondral 
ossification of an osteoporotic type. These changes 
are the “ white nuclei” with a pale appearance in the 
roentgenogram. Decalcifications may occur diffusely 
throughout the nucleus or in only a part of it. They 
may be central or peripheral. They often produce a 
‘‘moth-eaten” appearance and have been inter- 
preted as indicating enchondritis or osteo-arthritis. 

The second group of changes are those of the 
center of ossification in the head of the femur which 
produce increased density and constitute the “dark 
nuclei.” They are indicative of severe nutritional 
changes. They first appear as a massive and regular 
nuclear condensation without changes in form. The 
density is due to an increase in the content of opaque 
salts. The condition is regarded as a traumatic 
osteochondritis. Successive views demonstrate the 
gradual formation of spongy bone. 

The etiopathology of the osteochondritis occurring 
in the congenitally dislocated hip after its reduction 
is difficult to explain. The most satisfactory theory 
attributes the condition to trauma. The prognosis 
is much better when immobilization is prolonged and 
the bearing of body-weight is avoided throughout 
the period of repair which is usually from twelve to 
eighteen months. R. Meeker, M.D. 


| 
e 
| 
ls 
d 
in 
h 
Ts 
se 
ri 
be 
in 
to 
(| 
ex 
nd 
nd | 
th, 
AVS 
ex 
one 
ind ~ 
el) 
4 


BLOOD VESSELS 


Ochsner, A., and Mahorner, H.: The Comparative 
Value of Intravenous Sclerosing Substances. 
Arch. Surg., 1934, 29: 397- 


The investigation reported in this article was a 
continuation of that reported by Ochsner and Gar- 
side in 1932. Ochsner and Mahorner employed the 
following sclerosing agents: their own sodium 
morrhuate in a 5 and ro per cent solution; 5, 2, and 
3 per cent solutions of sodium gynocardate; 5, 2, and 
3 per cent solutions of sodium hydnocarpate; and a 
5 per cent solution of sodium morrhuate (Searle). 
The technique used was the same as that employed 
in the investigations by Ochsner and Garside which 
consisted of the intravenous injection of the scleros- 
ing agent and microscopic study of sections of the 
veins removed from one-half hour to eight weeks 
after the injection. 

The changes occurring in the intima following the 
injection of sclerosing agents consisted of either 
complete destruction of the intima or less marked 
changes such as pyknosis, vacuolization, and ex- 
posure of the nuclei. Thrombosis did not occur in 
any instance in which there was no destruction of the 
endothelium. The highest incidence of thrombosis 
(71.4 per cent) occurred in veins in which a 5 per 
cent solution of sodium morrhuate (Searle) was in- 
jected. Of the veins treated with 5 per cent sodium 
gynocardate, 75 per cent showed some endothelial 
destruction but thrombosis was present in only 50 
per cent. The incidence of thrombosis following the 
use of the various solutions was as follows: 5 per cent 
sodium morrhuate in benzyl alcohol (Searle), 71.4 
per cent; 5 per cent sodium gynocardate, 50 per cent; 
3 per cent sodium gynocardate, 50 per cent; 2 per 
cent sodium gynocardate, 44 per cent; 5 per cent 
hydnocarpate, 37.5 per cent; 5 per cent sodium 
morrhuate (authors’ own), 33 per cent; and 3 per 
cent sodium hydnocarpate, 33 per cent. The authors 
believe that possibly the reason for the discrepancy 
between the results obtained following the injection 
of their own sodium morrhuate and the results ob- 
tained with the use of commercially prepared sodium 
morrhuate is that the latter contains benzyl alcohol 
and the benzyl alcohol may enhance the sclerosing 
property of sodium morrhuate. When the results of 
this investigation are compared with those of the 
investigation carried out by Ochsner and Garside it is 
seen that the commercially prepared 5 per cent 
sodium morrhuate, 5 per cent sodium gynocardate, 
and 3 per cent sodium gynocardate were all more 
efficacious than 40 per cent sodium salicylate which 
was the most efficacious of the drugs studied pre- 
viously. Definite evidence of the ingress of fibro- 
blasts into the periphery of the thrombus was ob- 
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served after forty-eight hours, and organization with 
recanalization seemed to be complete after from ten 
to fourteen days. The findings in the internal elastic 
lamina varied from complete destruction to no 
change at all. (Edema was frequently noted in the 
media. 

In conclusion the authors state that of the 29 solu 
tions investigated—z2o included in the original report 
of Ochsner and Garside and 9 included in this repor' 
—those found to be the most efficacious were 5 per 
cent sodium morrhuate prepared in benzyl alcoho! 
(Searle) and 5 per cent sodium gynocardate. None 
of the investigated solutions had any effect on the 
coagulation of the blood per se, thrombosis being 
dependent upon destruction of the endothelium o/ 
the vessel. 


Piccagli, G.: Traumatic Thrombosis of the Right 
Axillary Vein (Trombosi da sforzo della ven: 
ascellare destra). Chir. d. organt di movimento, 1934, 
xix, 186 

A man twenty-one years of age obtained a job in 
which it was necessary for him to use his arms in 
producing a great force on a lever. About ten days 
after beginning this work he noticed that his right 
arm was larger than the left because of a diffuse 
swelling of the entire arm and the corresponding 
shoulder. He then remembered that a few days 
previously he had suffered an unusual strain of the 
upper arm. The hand and a large part of the arm 
were intensely cyanotic. The veins of the arm, the 
shoulder, and part of the upper right half of the 
thorax were discolored. Subjectively the arm felt 
very heavy and full. 

On physical examination the arm was found in- 
creased in size. The right shoulder had a more con- 
vex outline than the left. The right infraclavicular 
and supraclavicular fosse were obliterated. The 
right axillary fold was lower than the left. The right 
hand and forearm were intensely cyanotic. The 
veins of the entire extremity, shoulder, and right 
side of the thorax were engorged. There was an in 
crease of heat in the arm. The swollen tissue did no! 
pit on pressure. Deep palpation in the upper part oi 
the arm revealed a firm cord which was somewhat 
tender to pressure and could be followed well into the 
axilla. The axillary lymph nodes were not enlarged. 
The function of the arm was normal and painless, 
but somewhat limited by the sensation of heaviness 
There was no evidence of local trauma. Under 
treatment by rest, cure resulted in forty-five days 

In discussing the etiology of traumatic thrombosis 
of the arm the author calls attention to the loca! 
anatomy of the axilla and especially the relations 0! 
the axillary vein and its tributaries in the region o/ 
the costocoracoid membrane. He concludes that in 
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the case reported a sudden forceful muscular con- 
traction may have caused a tearing of the wall of this 
vessel or the vasa vasorum with resulting injury of 
the intima. A. Louts Rost, M.D. 


BLOOD; TRANSFUSION 


Nordenson, N. G.: Quantitative Histological 
Studies of Normal and Pathological Bone Mar- 
row (Histologische quantitative Studien des nor- 
malen und pathologischen Knochenmarks). [ygiea, 
1934, 96: 193. 

Intravital methods of examination were intro- 
duced into hematological technique by Ghedini, 
Seyfarth, and Arinkin. Arinkin’s method is probably 
the simplest and has the advantage that the punc- 
ture can be made several times. Following the in- 
duction of anesthesia and with precautions for 
asepsis, Arinkin punctured the sternum with a thick 
needle at about the level of the second rib. Smears 
were made from the material obtained and stained in 
the usual manner. 

Nordenson made about 170 punctures by Arin- 
kin’s method. He reports first his findings in the 
cases of persons with a normal peripheral blood pic- 
ture. Like Schilling, he found in several subjects a 
relative lymphocytosis in the absence of pathological 
changes in the bone marrow. Also like Schilling, he 
found in normal bone marrow an eosinophilia of 4 
per cent without a considerable shift. He discusses 
the reticular cells at some length. He believes that, 
when fully developed, these cells are identical with 
the Ferrata cells or hemohistioblasts, and that with- 
out doubt the cells of the myeloid system originate 
from the Ferrata cells. 

In summarizing his findings in normal cases, Nor- 
denson shows by means of curves that the myelo- 
blasts are never increased and vary between 0.25 and 
5.5 per cent; the myelocytes and promyelocytes vary 
between 2 and 21.75 per cent; and the star forms 
and young granulocytes vary between 3 and 47 per 
cent. He states that in normal active bone marrow 
the sum of the staff and young forms is greater than 
the sum of the myelocytes and promyelocytes. The 
“‘myelocariocytes” are very few, there never being 
more than 1 to 400 white cells. The number of 
reticular cells per 400 white cells averages 17; that 
of normoblasts ranges from none to 4; that of baso- 
philic normoblasts is 6; and that of normoblasts is 


70. 

The author next reports his findings in pathological 
material. 

In secondary anemia with and without a leuco- 
cytosis and with a leucopenia the number of myelo- 
blasts in the bone marrow is about the same as in 
cases in which the blood picture is normal. In spite 
of a great change in the leucocyte count in the pe- 
ripheral blood (yp to 17,600), the number of myelo- 
blasts remains constant. The sum of the promyelo- 
cytes and myelocytes varies between 11.75 and 41.25 
per cent. Myeloblasts are not found. Pronormo- 
blasts occur in the same numbers as under normal 


conditions. The basophilic normoblasts are con- 
siderably increased, numbering 35 per 400 leuco- 
cytes. The normoblasts are not increased. There- 
fore, according to these findings in the marrow there 
is an increase in the activity of the erythropoietic 
system in secondary anemia. 

In most cases of leucocytosis and leucopenia with- 
out secondary anemia the myeloid system of the 
bone marrow reacts with a marked percentage in- 
crease in the myelocytes and promyelocytes. 

In pernicious anemia there is an increase in the 
myeloblasts from 5 up to 12.75 per cent. The sum 
of the myelocytes and promyelocytes varies between 
20 and 46.25 per cent. On the other hand, the sum 
of the young and star forms is considerably re- 
duced, varying between 0.25 and to.5 per cent. 
Megakaryocytes are absent. The reticular cells are 
increased to 87, the megaloblasts average about 97, 
and the normoblasts are reduced to about 1 per 400 
white cells. The cells of the myeloid system show dis- 
tinct evidence of degeneration; they contain bizarre 
karyokinetic figures. The latter are seen also in the 
erythropoietic system. Improvement under liver 
therapy is evidenced in the bone-marrow picture. 
The degenerative changes rapidly disappear and the 
cells regain their normal appearance. The young 
and star forms increase and soon regain their nor- 
mal number. 

In agranulocytosis the sternal marrow is prac- 
tically devoid of granulocytes. On the other hand, 
in granulopenia, the marrow is extraordinarily rich 
in cells and shows considerable activity with a 
relative increase in the promyelocytes and myelo- 
cytes. The erythropoiesis is of the type seen in 
secondary anemia. 

In cases of lymphogranulomatosis treated by X- 
ray irradiation the marrow is poor in cells but not 
inactive. 

In lymphatic leukemia the marrow is poor in cells 
and has the appearance of “Fleischwasser.”” The 
myeloid and erythropoietic systems are practically 
destroyed; the condition might be described as a 
“myelo-erythro-phthisis.’’ The lymphocytes are few 
and very young. Lymphoblasts with a light blue 
protoplasm without granules are numerous. The 
reticular cells are numerous but degenerated. 

(Gertacn). Howarp L. Att, M.D. 


Malijsev, B.: The Pathologico-Anatomical Changes 
in the Organs Following Hemolytic Shock 
(Ueber die pathologisch-anatomischen Veraender- 
ungen der Organe nach haemolytischem Shock). 
Verhandl. d. 1. Konferenz f. Bluttransfusion, Lenin- 
grad, 1933. 

The author reports the findings at autopsy in 
four cases of death occurring after transfusion. In 
two cases an infiltration of the arterial wall by blood 
pigment, collections of sanguinous fluid in the serous 
cavities of the body, and chocolate-colored kidneys, 
phenomena indicative of hemolysis, were found. 
The epithelium of the kidney tubules showed dys- 
trophic processes, and necrosis was found in the 
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center of the liver lobules. In the two other cases 
no evidence of hemolysis was revealed by either 
macroscopic or microscopic examination. 

The degenerative phenomena in the kidney tu- 
bules was apparently related to protein intoxication 
due to denaturing of the plasma albumin. The 
capillaries of the internal organs, particularly those 
of the liver, were overfilled by large numbers of 
leucocytes. 

lor proper evaluation of the pathologico-anatom- 
ical findings in these clinical cases, fifty-three 
animals (dogs, cats, and rabbits) were examined 
after death from artificially induced hemolytic 
shock. The majority showed an engorgement of 
the venous system of the abdominal organs indicat- 
ing disturbances in the lesser circulatory system. 
Microscopic examination of the capillaries of the 
lungs revealed masses of albumin, some of which 
were composed of clots and others of blood pigment. 
However, these flocculates disappeared very rapidly 
from the blood stream and became absorbed by the 
leucocytes. When death was delayed for a certain 
length of time, degeneration of the epithelium of the 
kidney tubules and necrosis in the centers of the 
liver lobules was observed as in the clinical cases. 
However, this degeneration and necrosis are not to 
be attributed to the mechanical obstruction of the 
vessels by the products of destruction; they were 
due rather to the anemic condition of the organs, 
the spasm of the capillaries, or the toxic action of 


the decomposition products of haemoglobin. In the 
prolonged experiments regenerative processes in the 
epithelial cells and also in the connective tissue 
were observed. The reaction of the reticulo-endo- 
thelial system was evidenced especially in the phago- 
cytizing action of the Kupffer cells of the liver and 
the reticular cells of the spleen and the lymph 
nodes. 

In the discussion of this report, SKUNDINA (Mos- 
cow) said that the pathologico-anatomical picture in 
cases of death due to injury from blood transfusion 
shows that the cause of death is not a mechanical 
obstruction of the kidneys by protein decomposition 
products but a far-reaching intoxication which is 
responsible for the circumscribed processes in the 
liver. In two of his cases old cirrhotic changes in 
the liver were found at autopsy, and in one case 
death was due to an air embolus. 

Elanskij (Leningrad) said that the mechanical 
explanation of hemolytic shock cannot be rejected 
entirely. In some of his cases the blood vessels of 
the parenchymatous organs showed a flocculation of 
blood cells suggesting primary agglutination. 

MalijSev (Leningrad) said that while the mechan- 
ical factor is of great importance in the rabbit, it is 
of much less importance in other animals and man. 
In the dog and in man, flocculation is a reversible 
process. Severe injuries are caused by intoxication 
phenomena, but at first the vascular changes are 
dominant. (Koenic). Harry A. SAtzman, M.D. 
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SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Coller, F. A., and Maddock, W. G.: Water Balance 
in Surgical Conditions. Jnternat. Clin., 1934, 3: 
190. 

Water is available to the body from two sources, 
namely, fluid and solid food. The average adult 
drinks from 800 to 2,000 c.cm. of water daily. The 
water from food is derived not only from the fluid 
content of the latter, but also from its combustion. 
Combustion results in the formation of water of 
oxidation. ‘The water content of the routine daily 
solid diet is about 1,000 c.cm., and that of a soft 
diet about 500 c.cm. In addition, from 200 to 400 
gm. of water of oxidation are available. When the 
calorific value of the diet is inadequate the body 
tissues are oxidized to the extent necessary to meet 
the metabolic requirements. Under oxidation the 
body tissues yield water and water of oxidation 
exactly as does ingested food. Thus in starvation 
the water content of body tissues utilized yields 
from 200 to 300 gm. of water daily. 

Water is excreted in the urine and feces and by 
vaporization through the skin and lungs. The 


waste material excreted through the kidneys amounts 
to from 15 to 50 gm. daily. An individual with 


normal kidneys must pass not less than 500 c.cm. of 
urine daily to rid the body of this waste. In renal 
disease, in which the kidneys cannot concentrate 
normally, about 1,500 c.cm. of urine daily are re- 
quired for this purpose. The average water loss in 
the feces varies from 50 to 150 c.cm. per day. 
Vaporization accounts for a loss of from 1,000 to 
1,550 gm. of water daily. 

The authors first studied the problem of dehy- 
dration attendant on surgical operations in a series 
of eighteen cases. They found that the water loss 
due to vomiting was small except in one case. Blood 
loss in the operating room was generally much 
greater than estimated by the surgeon. The loss of 
water through perspiration in the operating room 
ranged from 40 to 706 gm. In the four-hour post- 
operative period, the insensible loss of water ranged 
from 126 to 828 gm. 

The chief fact demonstrated by the study was 
that the period of operation and immediate post- 
operative recovery is one of dehydration. Under 
routine conditions the total fluid loss averaged 1,000 
c.cm. A little more than 70 per cent of this volume 
was lost through the skin and lungs, and about 10 
per cent was excreted as urine. Elimination of some 
of the covers in the operating room and on the ether 
bed reduced the insensible loss of water by one-half 
and consequently resulted in a greater output of 
urine. 


The authors next studied the water balance dur- 
ing the first days of the postoperative period. They 
found that in the simple uncomplicated surgical 
case there was a water loss through vaporization of 
from 1,000 to 1,500 c.cm. per day. In septic patients 
this insensible loss of water amounted to at least 
2,000 c.cm. per day. and in patients with hyper- 
thyroidism it approached 2,000 c.cm. per day. The 
authors call attention to the fact that there is no 
reduction in this insensible loss of fluid even when 
the general supply of water is low. Even when no 
water is available for kidney function, the water for 
this heat-dissipating mechanism will be obtained 
continuously from the body until no reserve is left 
and death occurs. The kidneys do not take a share 
of the total supply of available water to make urine, 
but function with the water that is left over after 
all other routes of water excretion have had their 
share. 

Accordingly, the best index of adequacy of the 
water supply is a urinary output satisfactory both 
in amount and specific gravity. The authors con- 
clude that in the case of the sick surgical patient the 
mimimal daily amount of urine indicative of a satis- 
factory supply of water is 1,500 c.cm. In the cases 
of patients who are known to have normal kidney 
function they endeavor to maintain the specific 
gravity of the urine below 1.105 as an additional 
check on the adequacy of the intake. They em- 
phasize that in addition to the loss of fluids through 
vaporization, a great loss may occur through exces- 
sive vomiting, diarrhoea, or copious drainage from 
an intestinal or biliary fistula. 

When it is impossible to maintain a satisfactory 
supply of available water by mouth, the intravenous 
route is particularly satisfactory in the case of the 
sick surgical patient. ‘The choice of fluid depends 
on the substance needed. In combating or pre- 
venting simple dehydration the authors use a 5 per 
cent solution of glucose. In cases with continued 
loss of gastro-intestinal secretions or with a copious 
inflammatory exudate such as occurs from burned 
surfaces, it is necessary to supply lost electrolytes as 
well as lost water. In the authors’ cases of this type 
the fluid employed is either normal saline or Ring- 
er’s solution, 1 liter at a time being alternated with 
5 per cent glucose. Determinations of the non-pro- 
tein nitrogen, chloride, and carbon-dioxide combin- 
ing power of the blood are made at intervals to 
follow the return to normal levels. 

In conclusion the authors state that the use of a 
50 per cent glucose solution is advecated only to 
relieve increased intracranial tension. There have 
been no complications traceable to the administra- 
tion of from 200 to 500 c.cm. of fluid intravenously 
per hour. Caution should be observed in adminis- 
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tering fluids intravenously to patients who have 
shown or are showing signs of cardiac decompensa- 
tion. 

The article is followed by an extensive bibliog- 
raphy. Artuur S. W. Tourorr, M.D. 


Koch, S. L.: Burn Contractures of the Arxilla. 
Surg. Clin. North Am., 1934, 14: 751. 


The principles of treatment of burn contractures 
of the axilla set forth by Blair, Brown, and Hamm 
are emphasized by Koch. It is desirable to promote 
healing of the original injury in the shortest time and 
with minimal scar-tissue formation. This is achieved 
best by repeated moist dressings and the application 
of Thiersch grafts as soon as a healthy granulating 
surface is obtained. Such treatment facilitates later 
correction and in some cases is sufficient. The appli- 
cation of force to prevent contracture may be detri- 
mental as it retards healing, thereby favoring 
fibrosis. 

The simplest method of obtaining the desired 
abduction in an axillary contracture is the “Z”- 
shaped incision. This can be utilized when a broad 
web of healthy skin extends from the arm to the 
side of the chest. Frequently such a web divides into 
two folds near the apex of the axilla with a small area 


of normal skin between them. This is always care- 
fully preserved. Because of scar tissue it may be 
necessary to place the “Z”’ atypically. Any remain- 
ing raw surfaces are covered with split grafts. 

When there is no web and the skin adjacent to the 
axilla is normal, a flap with a broad pedicle may be 
shifted into the axilla. The remaining raw surfaces 
on the chest wall or arm may be covered with split 
grafts, but it is important that normal skin be placed 
at the site of the greatest tension. If a long flap is 
used, Koch prefers to raise it in one or two stage; 
before shifting it. 

When the burn has involved tissues adjacent tv 
the axilla, Koch does not use tubed grafts from « 
distance. He prefers the split grafts advocated b\ 
Blair and Brown. The use of the latter is the simples: 
method when the arm is held to the chest withou: 
web formation or redundant tissue. A _ relaxiny 
incision is made on the chest wall slightly below th. 
false axilla. As undermining proceeds, abductio: 
becomes possible and a short “skirt-like”’ flap comes 
up to cover the axillary apex. The remaining raw 
surface being largely on the chest wall, pressure over 
a graft can be maintained suitably. 

The author reports on fourteen cases treated a. 
described. Tuomas W. STEVENSON, Jr., M.D. 


PHYSICOCHEMICAL METHODS IN SURGERY 


ROENTGENOLOGY 


Buisson, M.: The Combination of Roentgen 
Therapy and Moist Heat Therapy in Lupus 
Vulgaris (L’associazione della roentgenterapia e 
della termoterapia umida nel trattamento del lupus 
volgare). Radiol. med., 1934, 21: 786. 


It is generally believed that for the treatment of 
lupus vulgaris the Finsen light is superior to the 
roentgen rays. This may be true when roentgen 
irradiation is used alone, but the author has obtained 
marked improvement in his results by supplementing 
roentgen irradiation with the use of moist heat. The 
treatment of lupus requires destruction of the dis- 
eased tissue and repair of the tissue defect. Roentgen 
irradiation meets only the first of these require- 
ments. After roentgen therapy alone, repair is slow 
and secondary infection is apt to occur. Moist heat 
hastens repair and prevents secondary infection. 

In the roentgen part of the treatment the author 
gives the maximum dose possible without injury of 
the normal tissues—from 600 to 650 r. After from 
forty days to three months, another dose of 500 r 
may be given. Hard rays are used. From 180 to 
200 kv. are employed with a filter of from 0.50 to 
0.70 mm. of copper and 1 mm. of aluminum to pro- 
tect the normal tissue and vessels so far as possible, 
as normal activity of the vessels is necessary for 
repair and cicatrization. After the roentgen treat- 
ment moist heat is used to bring about active 
hyperemia of the irradiated region. Very hot moist 
compresses are applied to the irradiated region and 
renewed every two or three minutes for four hours a 
day, two hours in the morning and two in the after- 
noon. The moist heat treatment is given for from 
four hundred to eight hundred hours. The results of 
this method of treatment are shown by colored 
plates. Auprey Goss Morean, M.D. 


Gilliard, A.: A Contribution on the Radiotherapy 
of Seminomata (Contribution 4 la radiothérapie 
des séminomes). Rev. méd. de la Suisse Rom., 1934, 
54: 808. 


Gilliard traces the development of our present 
conception of seminomata from the work of Pilliet 
and Coste in 1895 and gives some of the controversial 
views. He reviews briefly the histology, clinical 
characteristics, and sites of metastasis of the tumor, 
stressing particularly the variability of the neo- 
plasms, the extreme fragility and high glycogen 
content of the round and polyhedral cells, and the 
large number of lymphocytes sometimes forming 
follicles seen-in' the stroma. 

Seventeen cases treated by X-ray irradiation alone 
or combined with surgery are reported. Of the 
eleven patients who were treated in the period be- 


tween 1924 and 1930, only two are still alive. ‘The 
two patients treated for ovarian seminoma have 
survived for ten and three years respectively. Sev- 
eral of the more interesting cases are reported in 
detail. In discussing the factors involved in cure of 
the condition, the author is inclined to attribute 
more importance to the age of the patient than to 
the effects of castration in the cases of males, the 
histological structure of the tumor, or the surgical 
and roentgen technique. NATHAN A. Womack, M.D. 


Albertini, A. von: The Presence of Microcytes in 
Round-Celled Sarcomata as Histological Evi- 
dence of the Sensitivity of These Tumors to 
Irradiation (Microcytenbefunde in Rundzellen- 
sarkomen als histologischer Ausdruck ihrer Strahlen- 
sensibilitaet). Acta radiol., 1934, 15: 331. 


The author discusses first the réle that, according 
to modern viewpoints, histological diagnosis is des- 
tined to play in the treatment of malignant tumors. 
He refers especially to the radiobiological character 
of certain tumors. He then reports in detail three 
cases in which the histological picture of specimens 
excised for biopsy made it possible to foretell the 
marked radiosensibility of the tumors. The neo- 
plasms in these cases were round-celled sarcomata 
with cells of medium size, of the kind characterized 
histologically by weak structure of the tumor cells 
and especially the presence of scattered and focally 
accumulated so-called microcytes. The latter are a 
characteristic degenerative form of tumor cells 
which sometimes have a close morphological re- 
semblance to erythroblasts but as a rule are small 
cells with a curiously shaped pyknotic nucleus simi- 
lar to the well-known microcytes in lymphatic tis- 
sue. However, the tumors in which they are found 
are not lymphosarcomata. 

The presence of the microcytes described, which is 
interpreted as an indication of spontaneous de- 
generation of the neoplasm or a tendency toward 
such degeneration, must be regarded also as an in- 
dication of marked radiosensibility. 


Molesworth, E. H.: X-Ray Necrosis. Med. J. Aus- 
tralia, 1934, 2: 16. 


Molesworth divides X-ray necrosis into the acute 
type, due to a single overdose or a series of exposures 
the sum of which amounts to an overdose, and late 
X-ray necrosis. 

In acute necrosis there is a rapid progression 
through the ordinary stage of erythema to vesicula- 
tion followed by the separation of a moist, adherent, 
and grayish-green slough. The process is accom- 
panied by an acute and persistent burning pain 
which resists all local applications. If the dose has 
not been too great, islands of epithelioma may sur- 


be 
n- 
he 
be 
es 
lit 
ec 
is 
to 
al 
st 
ul 
ny 
he 
On 
les 
LW 
er 
59 


60 INTERNATIONAL ABSTRACT OF SURGERY 


vive and provide centers from which epithelium may 
grow to cover the denuded surface when the sloughs 
finally separate. The length of time during which 
the ulceration persists varies with the depth of the 
sloughing process and especially with the area of the 
surface involved. Healing is slow. The resulting 
cicatrix is weak and covered with atrophic epithe- 
lium. Later, telangiectasis appears, and still later 
flecks of pigment and hyperkeratotic patches de- 
velop. Subsequently, warty projections may form 
and after a varying interval give rise to carcinoma. 
In severe cases the ulcer may never heal and skin 
grafting may fail so that it may be necessary to 
excise the whole area deeply and cover it with a 
tube graft. 

Late necrosis may appear from a year to five 
years after the treatment. It may develop as a 
result of an acute burn which has healed or the too 
frequent repetition of doses on the same area, per- 
haps over a period of years without the production 
of an erythema. Late X-ray necrosis never occurs 
on an area of apparently normal skin. It always 
supervenes on an area of chronic radiodermatitis. 
Its appearance is that of dry, dark brown to black 
gangrenous patches which are shrunken below the 
main surface and look like stained pig skin. Many 
months may elapse before these separate and leave 
ulcers which require many months to heal or will not 
heal without plastic surgery. The pain is notable, 
but not to be compared with the pain caused by 
acute sloughing induced by a recent X-ray burn. 
The ulceration rarely extends farther than the depth 
of the skin. The extent of the surface involved in 
the ulceration and the chronic radiodermatitis sur- 


rounding the ulcer are most important factors in the 


prognosis. If the area of ulceration is small, the 
prognosis is good, whereas if the ulcer, though shal- 
low, is in the center of a large area, the outlook is 
practically hopeless as regards healing. 

The author observed necrosis of skeletal tissue 
only in a case with an extensive area of chronic 
dermatitis over the thorax. He states that too fre- 
quently repeated deep X-ray therapy for carcinoma 
of the breast is believed to be the cause. In the case 
cited three successive series of deep X-ray irradia- 
tions were given, each of which provoked a definite 
erythema. At least up to three years ago, eight 
years after the treatment, the patient remained free 


from recurrence, but the whole area showed chronic 
X-ray dermatitis and in the region of the costal 
areas a deep late ulcer developed and persisted for 
months until a portion of costal cartilage 1 in. long 
separated and was removed. The ulcer then slowly 
healed. The author believes that these effects are 
undoubtedly related to interference with nutrition 
probably due to endarteritis and fibrosis and that 
they will be less frequent when measurement of the 
dosage is improved and too prolonged and too fre. 
quently repeated treatments are no longer given. 
A. James Larkin, M.D. 


MISCELLANEOUS 


Paschoud, H.: The Treatment of Suppurative 
Peritonitis. Introduction to the Use of Ultra- 
violet Light in Operative Surgery (‘Traitement 
des péritonites suppurées. Introduction a l'emploi 
des ultra-violets en chirurgie opératoire). Rev. méd. 
de la Suisse Rom., 1934, 54: 770. 


The author describes rather briefly Havlicek’s 
method of irradiating a loop of intestine and its 
mesentery with ultraviolet light in cases of gener- 
alized suppurative peritonitis. He reports 2 cases of 
his own in which such irradiation was followed by an 
unusually smooth convalescence. In this treatment 
the peritoneal exudate should not be disturbed by 
aspiration, sponging, or irrigation. The abdomen is 
closed without drainage. Only local or nitrous- 
oxide oxygen anesthesia should be employed. The 
use of ether renders the method unsatisfactory. 

In cases of pneumococcic peritonitis Havlicek 
removes 10 c.cm. of the pus by peritoneal puncture, 
irradiates it with ultraviolet light, and then injects 
it intramuscularly in repeated doses. 

Irradiation of the mesentery with ultraviolet light 
is supposed to prevent dilatation of the capillaries in 
the splanchnic area and thereby prevent the shock 
and circulatory collapse so often associated with 
peritonitis. The irradiation has been found to reduce 
postoperative discomfort and the incidence of post- 
operative embolism. The author cites Havlicek’s 
report of 108 cases of diffuse peritonitis which were 
operated upon and irradiated in the manner described 
in a period of three years with no deaths. The de- 
tails of the irradiation are not given. 

Max M. ZINNINGER, M.D. 


MISCELLANEOUS 


CLINICAL ENTITIES--GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Lascano, J. C., and Valenzuela, J. R.: The Clinical 
Syndrome of Short Neck and a Very Rare Mal- 
formation of the Heart in a Newborn Infant 
(Sindrome clinico de cuello corto y muy rara mal- 
formacion cardiaca en un recien nacido). Bol. Soc. de 
obst. y girec. de Buenos Aires, 1934, 13: 155. 


In the case reported the neck was unusually short, 
the head sitting deeply between the shoulders, which 
almost touched the ears. All movements of the neck 
were possible but limited. Physical examination of 
the heart was negative. The child died of pneu- 
monia at the age of three months. Postmortem 
examination of the spine disclosed a third occipital 
condyle, fusion of the bodies of the third and fourth 
cervical vertebra, absence of the posterior arch of the 
atlas, flattening of the lamin, and nearly complete 
absence of the intervertebral disks. On examination 
of the heart only one auricle was found. This was of 
large size. The left ventricle was larger than normal. 
The right ventricle was relatively very small. The 
aorta and pulmonary artery were represented by a 
single vessel originating from both ventricles. 

R, Meeker, M.D. 


Odasso, A.: Sacrococcygeal Chordoma (1! cordoma 
sacro-coccigeo). Arch. ital. di chir., 1934, 37: 505. 


The author reports a case of sacrococcygeal 
chordoma in a man sixty years of age. In January, 
1931, the patient fell, striking the sacrum on the 
ground. In the autumn of that year he began to 
have lancinating pains in the sacrum lasting a few 
seconds and coming on several times during the 
night. During the day he was free from pain. About 
the first of August, 1932, he noticed a swelling in the 
sacral region. Examination disclosed to the right of 
the midline of the sacrum a tumor the size of an 
orange which was covered with normal skin. The 
skin was not adherent to the tumor, but the tumor 
was adherent to the underlying bone. Roentgen 
examination did not show any erosion or softening of 
the bone. No enlarged glands or metastases could 
be demonstrated. Operation performed under spinal 
anesthesia was followed by healing by first in- 
tention. Nine months later the patient returned 
with a local recurrence of the tumor. 

Histological examination showed the physaliphore 
cells described by Virchow as characteristic of 
chordoma. These are large vacuolated cells contain- 
ing mucin. There were also smaller polygonal or 
fusiform cells containing glycogen and fat. It is 
generally agreed that chordomata originate from 
aberrant rests of the notochord. These embryonic 
cells are capable of undergoing metaplasia into 
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various forms of cells. While histological examina- 
tion does not show any marked signs of malignancy, 
these tumors should be classified clinically as 
malignant as they are very apt to recur after opera- 
tion. The treatment should therefore be early and 
radical removal. The tumors are of a connective 
tissue rather than epithelial type. ‘They generally 
develop in the fifth or sixth decade of life. In many 
cases there is a history of trauma. 
The article has an extensive bibliography. 
Auprey Goss MorGan, M.D. 


Weddell, A. G., and Gale, H. E. D.: Changes in the 
Blood-Sugar Level Associated with Surgical 
Operations. Brit. J. Surg., 1934, 22: 8o. 


Ingested carbohydrates are absorbed from the 
intestine in the form of glucose and stored in the 
liver as glycogen. As required, glycogen is recon- 
verted into glucose and passed into the blood stream 
to maintain the blood-sugar level at from 8o to 120 
mgm. per cent. The cycle is influenced by nervous- 
hormonic factors. ‘The sympathetic-adrenalin mech- 
anism promotes the change of glycogen into sugar, 
while the vagal-insulin mechanism promotes the 
conversion of sugar into glycogen. 

In a study of the blood-sugar levels in nine pa- 
tients during various phases of major surgical 
procedures the authors found that half an hour be- 
fore the operation there was no appreciable rise in 
the blood sugar, although it is well known that 
patients in a state of anxiety or apprehension have 
hyperglycemia (sympathetic-adrenalin factor). They 
therefore conclude that their patients were not 
unduly apprehensive. 

The induction of surgical anwsthesia with nitrous 
oxide, oxygen, and ether produced an increase in the 
blood-sugar level averaging from 20 to 50 mgm. per 
cent (sympathetic-adrenalin factor). However, the 
duration of the anesthesia did not determine the 
height of the maximum rise. 

Operations near the splanchnic area (solar plexus) 
caused a greater rise in the blood-sugar level than 
operations at a distance from that area. The dura- 
tion of the operation was found to be relatively un- 
important in determining the height of the rise in 
the blood-sugar curve. 

Patients who appeared comfortable and relatively 
free from pain (vagal-insulin factor) after operation 
had lower blood-sugar levels than those that were 
uncomfortable or in pain (sympathetic-adrenalin 
factor). 

Rectal drips of glucose and saline solution had no 
specific effect on the blood-sugar level. On theoretical 
grounds this is correct because the rate of absorption 
from the rectum is quite slow (6 gm. per hour). 
However, rectal drips of glucose may be of some 
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value as a convenient means of feeding the patient 
after operation. 

The authors are inclined to believe that a per- 
sistently high postoperative blood-sugar level is to 
be expected when the patient is not doing well. 

Artuur S. W. Tovurorr, M.D. 


DUCTLESS GLANDS 


Fenster, E.: A Case of Extragenital Chorionepithe- 
lioma in a Male with a Positive Anterior 
Pituitary Lobe Reaction (Ueber ein extragenitales 
Chorionepitheliom beim Manne mit positiver Hypo- 
physenvorderlappenreaktion). Frankfurt. Ztschr. f. 
Path., 1934, 46, 403. 

Fenster reports a case of extragenital chorion- 
epithelioma in a male which apparently had its 
origin in a retroperitoneal teratoma. When the 
testicles were examined in serial sections no macro- 
scopic nor microscopic pathological changes were 
found. The tumor and its metastases behaved 
biologically like a chorionepithelioma in the female 
or a testicular chorionepithelioma. The anterior 
pituitary lobe tests made with material from the 
tumor and metastases were positive, sometimes 
markedly positive. 

In spite of the numerous metastases and the com- 
pletely intact testicles, no gynecomastia was ob- 
served. Therefore the theories of Heidrich, Fels, and 
Mathias that intact testicles do not hinder the de- 
velopment of colostrum formation and that the 
quantitative formation of colostrum is dependent 
upon the amount of tumor tissue were not supported. 

The theory of Prym that conclusions regarding the 


testicular or extragenital origin of a chorionepithe- 
lioma can be drawn from the localization of the 
metastases is not accepted by the author as in his 
case of definitely extragenital chorionepithelioma 
the visceral involvement was the same as in cases of 
testicular chorionepithelioma. 


(H. O. NeuMANN). Lovuts Neuwe tt, M.D. 


SURGICAL PATHOLOGY AND DIAGNOSIS 


Cutler, C. W., Jr.: Errors of Surgical Diagnosis. 
A Study of the Records of the First Surgical 
Division of the Roosevelt Hospital Covering a 
Period of Three Years. Am. J. M. Sc., 1934, 
187: 810. 


The author analyzed errors in surgical diagnosis 
made in a period of three years. His purpose was to 
determine what errors are made most frequently, 
why they are made, and how they may best be 
avoided. 

Acute appendicitis. Of 389 cases in which a diag- 
nosis of acute appendicitis was made, the diagnosis 
was incorrect in 28 (7 per cent). Of the latter, the 
symptoms were due to acute salpingitis in 5, chronic 
appendicitis in 5, enteritis in 4, typhlitis in 3, 
pneumonia in 1, pelvic disease other than salpingitis 
in 3, acute cholecystitis in 2, and miscellaneous con- 
ditions in 5s. 


In discussing the cases in which acute salpingitis 
was diagnosed as acute appendicitis, Cutler states 
that the differential diagnosis between these con- 
ditions is sometimes difficult and because of the 
hazards of acute appendicitis the patient must be 
given the benefit of the doubt. 

In most of the cases in which the symptoms were 
found by the pathologist to be due to chronic instead 
of acute appendicitis, the appendicitis was of the 
obstructed type with acute colic but without acute 
inflammation. In several of them there had been 
previous attacks. 

In the 4 cases of enteritis the removed appendix 
was found normal. Three of the patients with 
enteritis were children. Cutler calls attention to the 
fact that the seriousness of appendicitis in children 
requires special caution, and that in cases in which 
the classical symptoms of acute appendicitis are 
lacking fulminating appendiceal disease may be dis- 
covered at operation. 

Of the patients with typhilitis diagnosed as acute 
appendicitis, 2 were children with serous peritonitis 
and enlarged mesenteric glands. 

Cutler states that in pneumonia, X-ray examina- 
tion has greatly reduced the incidence of diagnostic 
error. 

Because of the frequency of pelvic conditions 
other than salpingitis, such as hematometra, twist- 
ing of the pedicle of an ovarian cyst, and rupture of 
a chocolate cyst of the ovary, no female should be 
operated upon for acute appendicitis without first 
being subjected to a vaginal or rectal examination. 

In the reviewed cases of acute cholecystitis diag- 
nosed as acute appendicitis, a low position of the gall 
bladder was responsible for the error. 

Chronic appendicitis. Of 213 cases in which a 
diagnosis of chronic appendicitis was made, the 
diagnosis was erroneous in 5 (2.3 per cent). In 3 of 
the 5 cases with an incorrect diagnosis the symptoms 
were due to pelvic disease although the findings of 
vaginal examination were reported normal. Cutler 
says that in the future the diagnosis must be based 
on more accurate palpation supplemented by lipiodol 
injection and X-ray examination. In 1 of the cases 
reviewed, chronic cholecystitis was not diagnosed, 
and in another an appendiceal abscess was found. 
Cutler believes that the diagnosis of chronic appen- 
dicitis will be made less frequently as methods of 
examining the biliary system, stomach, kidneys, 
ureters, and pelvic organs are improved. 

Hernia. Of 292 cases in which a diagnosis of 
hernia was made, the diagnosis was incorrect in 15 
(5 per cent). In 2 cases operated upon for inguinal 
hernia, an enlarged ring but no sac was found. One 
supposed inguinal hernia with hydrocele proved to 
be only hydrocele. In 3 cases of supposed incarcer- 
ated inguinal hernia there was a hydrocele of the 
cord, and in 2 cases the condition proved to be a 
femoral hernia. One strangulated hernia was found 
to be inguinal instead of femoral. In 4 cases of 
femoral hernia the diagnosis was, respectively, fem- 
oral adenitis, inguinal adenitis, femoral varicosity, 
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and psoas abscess. One supposedly strangulated 
umbilical hernia was not strangulated, and an incar- 
cerated inguinal hernia was mistaken for varicocele. 
These mistakes emphasize the importance of elimi- 
nating the various conditions which may simulate 
hernia, and particularly of scrutinizing hernia which 
do not reduce. To guard against negative findings 
at operation the patient should be made to demon- 
strate his hernia before repair is undertaken. An 
enlarged inguinal ring and pain in the groin are not 
satisfactory criteria of the necessity for repair. 

Acute cholecystitis. Of 9 cases in which a diag- 
nosis of acute cholecystitis was made, it was incor- 
rect in 1. In the latter, the condition was acute 
inflammation of a high lying appendix. 

Chronic cholecystitis. Of tot cases in which a 
diagnosis of chronic cholecystitis was made, the 
diagnosis was incorrect in 13 (6.05 per cent). In 2 
of the latter no lesions were found. In another there 
was a marked gastro-enteroptosis. In 1 case the 
condition was an acute suppurative cholecystitis 
running a quiet course. In 2 cases, operation re- 
vealed a duodenal ulcer, and in 1 case each, chronic 
pancreatitis, chronic appendicitis, carcinoma of the 
gall bladder, pelvic peritonitis, and tuberculous 
retroperitoneal lymph nodes impinging on the com- 
mon duct. In 2 cases the symptoms were due to 
firm bands of adhesions running across the duode- 
num. The mistakes in this group of cases emphasize 
the importance of making a thorough X-ray exami- 
nation of the gastro-intestinal tract when gall- 
bladder disease is suspected. 

Calculus in the common duct. Of 13 cases in which 
a diagnosis of calculus in the common duct was 


made, it was incorrect in 3 (23 per cent). In 1 of the 
latter the condition was acute yellow atrophy run- 


ning a fairly prolonged course, and in 2, the symp- 
toms were due to a stricture of the duct following a 
previous operation. 

Duodenal ulcer. Of 64 cases in which a diagnosis of 
duodenal ulcer was made, it was wrong in 8 (12.5 per 
cent). In 1 of the cases with an erroneous diagnosis 
the stomach and duodenum were normal. In the 7 
others the postoperative diagnosis was chronic ap- 
pendicitis. Cutler states that as patients presenting 
the symptoms of duodenal ulcer are now being 
thoroughly examined with the roentgen ray and 
then subjected to medical treatment over and over 
again unless obstruction occurs, fewer of them are 
being operated upon and fewer errors are being 
made. 

Acutely perforated duodenal ulcer. Of 19 cases with 
a diagnosis of acutely perforated duodenal ulcer, the 
diagnosis was incorrect in 6 (31.5 per cent). The 
dire consequences of leaving a perforated ulcer with- 
out operation perhaps accounts for the high per- 
centage of error in this group. In 3 cases the condi- 
tion proved to be acute cholecystitis with stone; in 1 
case, a volvulus of the intestine with gangrene; in 1 
case, a perforated carcinoma of the sigmoid; and in 1 
case, angina or coronary occlusion. ‘Therefore 
operation was warranted in 5 of the cases in which 
the diagnosis was wrong. The X-ray is of great aid 
in the necessarily hurried diagnosis as a sub- 
diaphragmatic gas bubble is practically pathogno- 
monic of perforation. 

There were 20 errors of diagnosis in miscellaneous 
conditions. 

The total number of cases operated upon was 
2,340; the total number of diagnostic errors, 110; 
and the percentage of error in the total number of 
cases, 4.6. Maurice Meyers, M.D. 
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Lat.-Am., 1934, 19: 869. 

Lateral sinus thrombosis; report of a case. LER. E. 
Wise and H. B. Storxrn. Laryngoscope, 1934, 44: 736. 

Ossification of the lateral sinus? G. S. Arch. 
Fac. de med. de Zaragoza, 1933, 2: 356. 
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with an unusual clinical course. BARTHELEMY. Bordeaux 
chir., 1934, p. 180 

Primary jugular bulb thrombosis in the adult. H. 
Dintenrass. Arch. Otolaryngol., 1934, 20: 422. 
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1934, 19: 120. 
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dible. P. Rosry. Am. J. Dis. Child., 1934, 48: 541. 
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M. J., 1934, 2: 552. 
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F. Baranorr. Chinese M. J., 1934, 48: 637. 
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The treatment of suppurative osteomyelitis of the man- 
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Obst., 1934, 59: 226. 
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1934, 69: 510. 
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Diagnosis of diseases of the eye; value of the history and 
spontaneous statements of the patient. H. G. A. Gyes- 
sinc. Arch. Ophth., 1934, 12: 330. 

Ophthalmoplegia associated with bony changes in the 
region of the sphenoidal fissure. B. V. Tart. Brit. J. 
Ophth., 1934, 18: 532. 

The tangentometer; a new portable instrument for 
charting tangent screens at various distances. H. A. 
Wentwortu. Arch. Ophth., 1934, 12: 403. 

A tangent screen with artificial daylight illumination. 
C. Berens, D. Kern, and B. F. Payne. Am. J. Ophth., 
1934, 17: 826. 

Concomitant squint and its treatment. L. H. Savin. 
Lancet, 1934, 227: 523. 

The management of cross eyes in children—illustrated 
with lantern slides. J. A. Prtcuer, Jr. Virginia M. 
Month., 1934, 61: 320. 
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